




At the heart of Blue Cross and Blue Shield Standard Option is freedom of choice. Freedom to make as many health care choices as 
possible - both inside our network and out. 
Our Preferred network makes it easy to save. 
Simply use any of the doctors, dentists, hospitals or pharmacies in our Preferred network, and the amount you pay for many services 
is lowered or eliminated. 
More network providers mean more choices. 
We understand that saving money isn't worth it if you can't go to the doctor you want. So we've made our Pre ferred network one of 
the largest of its kind, to make sure you have enough choices. You can choose from over 400,000 network doctors, dentists, hospitals 
and pharmacies - nationwide. 
You'll never have to file a claim. 
The providers in our Preferred network also save you the trouble of paperwork by filing your claims for you. Standard Option also 
makes sure that any claims you submit are paid quickly, usually within 14 days. 
You're free to go outside the network. 
Of course you can switch providers at any time, because Standard Option's coverage doesn't limit you to any one doctor or hospital. 
That means you can see a special.ist whenever you want, without worrying about referrals. 
Preferred Netw ork Benefits 
You can afford all the coverage you deserve . 
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Pay iust $12 for office visits to Preferred network doctors. 
One of the best reasons to choose network physicians is how little you'll pay. Your share of each office visit charge is j use $ 12, 
and there's no limit to the number of times you can see your doctor. During these visits, you're also covered 100% for many 
preventive services, such as periodic physicals,* mammograms, sigmoidoscopies, Pap smears and prostate and colorectal 
cancer screenings. 
Most services are covered 90% at network physicians. 
X-rays, lab tests and many other services provided by doctors in our Preferred network are covered at 90% PPA, ** once you've 
met the annual deductible of $200 per person or $400 per family. 
Maternity care is covered 100% through our Preferred network. 
ln addition to your other coverage, Standard Option also gives you 100% coverage for pre- and post-natal care from any Preferred 
network provider. And healthy newborns are covered 100% for all physical exams during their initial hospital stay. 
You can always choose your own doctor. 
If you ever want to use a doctor who is not in our Preferred network, you'll still receive coverage. Standard Option will usually pay 
75% of the Allowable charges,1 after you meet your annual deductible. Best of all, you don't need to get a referral or ask for special 
permission before using an out-of-network doctor. 
* See the 2000 Service Benefit Plan Brochure for age and frequency limitations. 
* * PPA (Preferred Provider Allowance) is the amount Preferred network providers usually accept as payment in full. 
t Allowable charges vary between Participating and Non-participating providers. For a full explanation of Allowable charges, please refer to the Plan's federal brochure (RI 71-5). 
Preventive care is part of the plan. 
You pay nothing when you stay at hospitals in our Preferred network. 
Count on Blue to give you 100% coverage with no deductible. At any of our thousands of Preferred network hospitals across the 
country, your coverage includes room, board and most other hospital charges.* 
And, after j ust a $25 copayment, you're also covered in full for hospital charges related to outpatient surgery and these 
related services:** 
• Diagnostic tests 
• Hospital supplies for hemophilia care 
• Pathological services 
• X-rays and lab tests 
You're covered no matter which hospital you choose. 
As a Standard Option member, you'll receive benefits for covered services performed at any covered hospital or doctor. No 
matter where you are, across the country or around the world, your Blue Cross and Blue Shield Service Benefit Plan ID card gives 
you the peace of mind you may not get from other health plans. 
At any Member hospital, you'll be covered 100% for room, board and other hospital charges, after a $250 deductible per stay.* 
For charges related to outpatient surgery, you'll pay only a $100 copayment before receiving full coverage.** 
* Inpatient care does not include personal expenses, such as phone calls . Care in Non-member hospitals and care for mental conditions and substance abuse are 
covered differently. 
* * Outpatient copayments apply per facility, per day. At Non-member hospitals, the outpatient copayment is $150. 
H os pital Care 

You're covered 75% at network pharmacies. 
When you fill a prescription at any of our Preferred network pharmacies nationwide, you'll pay only 25% of the Preferred 
prescription price, with no drug deductible. And, since you pay your share at the counter, you don't have to file a claim or wait to 
be reimbursed. If you fill your prescriptions at an out-of-network pharmacy, you'll still receive coverage. Just file a claim, and 
you'll be reimbursed for 55% of the average wholesale price, with no drug deductible. 
Limit the charges you pay by going to dentists in our network. 
The Blue Cross and Blue Shield Service Benefit Plan has negotiated special rates with thousands of dentists across the country to 
help limit your out-of-pocket costs on many services. All covered services, including oral exams, cleanings, fluoride treatments, 
extractions and anesthesia, are deductible-free and paid according to a fee schedule. And there's no paperwork, because our 
Preferred network dentists file the claims for you. 
Take 40-60% off the cost of taking vitamins. 
Getting all the nutrition you need is easier, and more affordable than ever with our Bio-Balance program.* Because now, Service 
Benefit Plan members can order their choice of more than 150 vitamins, minerals and herbal products at a substantial savings­
typically from 40% to 60% off retail! Through this convenient new program, your telephone orders are processed within five days 
and delivered by mail directly to your door. To place an order or to obtain a complete catalog for more information, call toll-free 
at 1-877-258-7283 or visit our website at www. fepblue.org 
Save with Cole Managed Vision.* 
Get routine eye exams for just $35 and save up to 60% on lenses, frames, contact lenses and more.Just show your Blue Cross and 
Blue Shield Service Benefit Plan ID card at any of the more than 5,000 locations, including all Sears, JCPenney, Target stores, 
most Pearle Vision Centers** and many independent optometrists, opthamologists and opticians. 
* This benefit is neither offered nor guaranteed under contract with the FEHB Program, but is made available to all enrollees and family members who become members of 
the Blue Cross and Blue Shield Service Benefit Plan. 
* * Some Pearle Vision locations are franchised and do not participate. 
Pres cripti ons /Dental/Vitamins /Eyew ear 

Preventive care is part of the plan. 
Staying healthy is the best way to keep your medical expenses down. That's why Standard Option has preventive coverage built-in. 
• Well child care. Standard Option offers 100% coverage for check-ups, lab tests and immunizations up to age 22. 
• Routine physicals. You'll pay only $12 of the office charge for periodic physical exams for covered family members 22 or 
older, when they use doctors in our Preferred network. Exams include a history and risk assessment, EKG, chest X-ray, urinalysis, 
basic metabolic or comprehensive metabolic panel test, CBC, cholesterol test and a digital rectal exam.* You're also covered for 
annual flu and pneumonia immunizations and immunizations for Lyme disease as directed by your doctor. 
• Preventive screenings. At Preferred network doctors, mammograms, Pap smears, colorectal cancer screenings, prostate 
cancer screenings and sigmoidoscopies are covered in full when you pay the $12 office visit charge. 
Our deductible-free benefits are there when you need them. 
In addition to deductible-free dental coverage and well child care, Standard Option also offers the following benefits without a deductible: 
• Accidental injury coverage. In case of an accident, when you receive care within 72 hours of injury, we will pay 100%** 
of covered charges for services received. 
• Mail order prescription medications. For your convenience, you can order up to a 90-day supply of drugs or supplies by 
mail for just $12 for generic and $20 for brand-name prescriptions or refills. If you'd like, your doctor can even place the initial 
order for you. Or if you prefer, check on or order your refill by accessing your prescription online at www. fepblue.org 
Blue Health Connection•M 
Service Benefit Plan members can also depend on a new resource program. Anyone needing ready access to health care information can 
call on Blue Health Connection at any time. Our trained nurses are just a phone call away and are available 24 hours a day, 7 days a week. 
* See the 2000 Service Benefit Plan Brochure far age and frequency limitations. 
* * Applies to outpatient care only. Care far accidental dental iniuries is covered differently. 
Preventive/Ded uctibl e-Free Benefits 

You can afford all the coverage you deserve. 
Blue Cross and Blue Shield Standard Option always works to give federal employees dependable coverage and plenty of choices 
at a reasonable rate. So take a look for yourself, and you'll discover what more than 1.9 million federal employees already know. 
There's value in Blue. 
2000 Rates for Federal Employees 
Individual Family 
Non-Postal (bi-weekly) $ 30.04 $ 66.78 
Postal A (bi-weekly) $ 15.81 $ 35.01 
Postal B (bi-weekly) $ 15.61 $ 41.73 
Retired (monthly) $ 65.09 $144.69 
These rates are far federal employees only and reflect the employee portion of the total cost of their health care 
coverage. These rates do not apply to all enrollees. If you are in a special enrollment category, please refer to 
your FEHB Guide ar contact the agency which maintains your health benefits enrollment. 
Sign up for Standard Option today or call for more information. 
1-800-411-BLUE ext. 940, from 7 a.m. - 11 p.m. Central Standard Time, 7 days a week. 
2000 Rates 

Current Standard Option enrollees: 
There's absolutely nothing you need to do to continue your Standard Option coverage for 2000. 
Active federal employees, not currently enrolled: 
Simply fill out a SF2809 enrollment form and return it to your personnel office before Open Season ends on December 13th. 
Retired federal employees, not currently enrolled: 
Simply follow the instructions included in your Open Season packet from OPM on how to enroll or change enrollment, or you 
can call the Employee Express toll-free number directly, at 1-800-332-9798. 
Questions? 
We want to help you make informed decisions about your health care. That's why we have hundreds of Blue Cross and Blue Shield 
Customer Service Representatives nationwide who are there year-round to answer your questions. 
Call our special federal employee hotline at 
1-800-411-BLUE ext. 940, from 7 a.m. - 11 p.m. Central Standard Time, 7 days a week. 
H ow T o  Sign Up 
2000 Standard Option Highlights 
One of the nation's largest provider networks 
The freedom to choose your own doctors, dentists, pharmacies and hospitals 
100% inpatient hospital coverage* - no deductible at Preferred network hospitals 
Comprehensive physician coverage 
• 90% of the PPA at Preferred network doctors 
• 7 5% of the Allowable charges al non-network doctors 
100% accidental injury coverage for care within 72 hours of an accident 
S12 office visit charge al Preferred network doctors - with no deductible 
100% coverage for pre- and post-natal care within the Preferred network 
100% well child care coverage up to age 22 
Prescription drug coverage 
• 7 5% of the PPA at Preferred network pharmacies 
• 55% of the average wholesale price at non-network pharmacies 
• Prescription drugs by mail-up to a 90-day supply for just S12 for generic 
and $20 for brand-name, deductible-free 
* Inpatient care does not include personal expenses, such as phone calls. Care in Member and Non-member hospitals and care for mental conditions and substance abuse are 
covered differently. 
This is a summary al the features of the Blue Cross and Blue Shield Service Benefit Plan. Before making a final decision, please read the Plan's federal brochure (RI 71-5). 
All benefits are subject to the definitions, limitations and exclusions set forth in the federal brochure. 
Call our special federal employee hotline at 
1-800-411-BLUE ext. 940, from 7 a.m. to 1 1  p.m. Central Standard Time, 7 days a week. 
www.fepblue.org 
BSB-Pl'O 
& m BlueCross. 
T. � BlueShield. 
Federal Employee Program Keeping choices in health care. 
A Q BlueCros BlueShield. T. � Federal Employee Program 
As a Blue Cross and Blue Shield Service 
Benefit Plan member, you have several 
options to obtain the prescription drugs 
you need. You may go to your local pharmacy 
or order prescriptions through the mail. 
Sometimes your doctor or hospital outpatient 
department may dispense your medication. 
No matter where you obtain your 
prescription drugs, your Standard Option 
or High Option benefits will cover much 
of the cost. To find out how to maximize 
your prescription benefits, just review 
this pamphlet. Then, if you have any 
questions about your benefits, refer to your 
official brochure (RI 71-5) or the Blue 
Cross and Blue Shield Plan Web site at: 
www.i'ephlue.org 
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Your Drug costs ; Prescription Ordering Choices 
Here's how your prescription drug benefits 
work for up to a 90-day supply: 
Standard Option 
� .... ·► Mail Service Prescription Drug Program 
: Send Rx and pay: : $12/ generics $20/brand 
: .... ·► Preferred Network Pharmacy • 
Show ID card and pay: 
25% of Preferred price, 
no deductible 
: .... ·► Out-of-Network Pharmacy 
: File claim and pay: : 45% of the lessor of AWP or 
the billed charge, no deductible 
: ... • •► Non-Retail Pharmacy 
File claim and pay: 
$200 deductible, then coinsurance* 
High Option 
� .... ·►�tail Service Prescription Drug Program 
: Send Rx and pay: 
� $8/generics $14/brand 
: .... ·► Preferred Network Pharmacy 
: Show ID card and pay: • 
15% of Preferred price, 
no deductible 
: .... ·► Out-of-Network Pharmacy 
: File claim and pay: 
: 35 % of the lessor of AWP or • 
the billed charge, no deductible 
: ... • •► Non-Retail Pharmacy 
File claim and pay: 
$200 deductible, then coinsurance* 
*Your coinsurance varies depending on 
the type of provider who bills you for 
your covered drugs and supplies. 
Jlail Sei·vke 
Use your mail service prescription drug 
program when you need medications for 
long-term use. You may order up to a 90-day 
supply of your maintenance medication for 
one copayment. Simply submit your 
prescription in the mail service postage 
paid envelope with your copayment 
($12/ generics or $20/brands for Standard 
Option; $8/ generics or $14/brands for 
High Option). Plus, you get the added 
convenience of having prescriptions delivered 
by mail directly to you. You should receive 
your prescription order within 14 days, 
although you may receive your items sooner. 
Easy Refill Ordering - Quick Delivery 
When it is time to refill your prescription, 
you can call toll-free at 1-800-262-7890 or 
visit our Web site on the internet at 
www.fepblue.org to order and have your 
refills mailed directly to you. Please allow 
approximately one week for normal delivery. 
It's that easy. You can use a credit card or 
we can bill you later. 
Your medication will arrive at your home 
with a specialized Patient Package insert 
that contains full details about your specific 
medication and its use. 
If you have further questions or wish to order 
additional envelopes, please call member 
services at 1-800-262-7890 Monday through 
Friday, 8 a.m. to 9 p.m., and Saturday from 
8 a.m. to 6 p.m., Eastern time. You may also 
visit our Web site at www.fepblue.org for 
additional information or envelopes. 
A registered pharmacist is available for 
emergency consultations 24 hours a day, 
seven days a week, by calling the toll-free 
member services number above. 
Just show your ID car d at one of our 
Pr efer r ed N etwor k pharmacies, and you'll 
r ecei ve  Pr eferred pr ices on covered 
medications and supplies. Effective January 
1, 2000, ther e ar e no deductibles to meet 
and you p ay only your coinsurance (25 % 
with Standar d Option, 15% with High 
Option) for each pr escr iption or refill . 
It's that easy. Yo u pay j ust a little out of 
your pocket and don't have to file a claim! 
Thl' Preferred Pharmacy Network 
N ow ther e ar e mor e than 49,000 Preferred 
N etwork pharmacies nationwide to ser ve you. 
To locate a Preferred N etwork pharmacy, call 
1 -800 -624- 5060 or refer to the pharmacy 
locator option on o ur Web site at 
w v, w.fep blue.org. When calling, follow the 
instr uctions to hear the most up-to-date 
listing of P referred N etwork pharmacies in 
your area. This service is available 24 hours 
a day, seven days a week . Member services 
representatives ar e  also available Monday 
through Friday, 8 a .m .  to 9 p. m . ,  and 
Saturday from 8 a .m.  to 6 p.m . , Eastern time. 
Preft'rred long- Term Care Pharma(') '\t'hrnrk 
Members who reside in nursing homes can 
receive Preferred benefit levels for covered 
drugs and supplies. The Preferred long -term 
care network is made up of pharmacies that 
ser vice nursing homes and nursing facilities. 
These pharmacies are not lis ted in the 
Preferred Network Listing - j ust  call 
1 -800 -624 -5060 and speak to a member 
ser vices representative to find out if the 
pharmacy that services the nursing home 
you 're interested in is Preferred . 
.. 
Out-of-Nt'hrnrk Pharm:tdt•s 
You may still purchase your prescription 
drugs and supplies from out-of-network 
pharmacies, but you will have to pay the 
full amount for these items when you get 
them. Then, file a Retail Prescription Drug 
Claim Form for reimbursement . To obtain 
a claim form, call the Retail Pharmacy 
Program or your local Blue Cross and Blue 
Shield plan. You can photocopy the form, too. 
Hospital Outpatient Department 
Most hospital outpatient pharmacies are 
out-of- network pharmacies. If you have a 
bill from the hospital outpatient depart­
ment with charges only for prescription 
drugs and covered supplies, we will process 
the claim through the Retail Pharmacy 
Program. You need to p ay for your items 
and then file a Retail Prescription Drug 
Claim Form. Include the itemized bill from 
the hospital with your claim to the Retail 
Pharmacy Program. 
If the outpatient hospital bill includes 
charges for drugs or supplies as part of 
expenses for medical treatment ,  your local 
Plan will process the claim . Most hospitals 
will file these outpatient charges for you .  
I f  the hospital does not file the claim for 
you ,  fill out a Federal Employee Program 
(FEP)  Health Benefits C laim Form, attach 
your itemized hospital bill, and send the 
claim to your local Blue Cross and Blue 
Shield Plan . Check the back of your 
Service Benefit Plan I D  card for the Plan 's 
customer service phone number to call for 
claim forms. 
Prescription Ordering Choices (cont.) 
Here 's how lo iile a claim ior reimbursemen t 
irom an out-of-network pharmacy: 
• Pay the full price for the prescription . 
• Get an itemized bill from the out-of-network 
pharmacy. It should show the name and 
address of the pharmacy, patient ' s  name, 
prescription number, date filled , name of 
drug or supply, strength , quantity, dosage, 
and charge for each drug or supp ly. 
• Ask your pharmacist to help you fill out 
the Pharmacy Information and Prescription 
Information sections of the Retail 
Prescription Drug Claim Form . 
• Fill in the Subscriber Information and 
Patient Information sections of the 
claim form. 
• Tape  the pharmacy's itemized  bill to the 
back of the claim form and send the 
completed claim form to the following 
address :  
Service Brneii t  Plan Retail Pharmacy Pro�ram 
P.O. Box 52057 Phoenix, AZ 85072-2057 
When your claim is processed, we will 
reimburse you 55 % of the drug's AW P 
(Standard Option) or 65% of the charge 
(High Option) for covered medications and 
supplies purchased at an out-of-network 
pharmacy. 
Remember, although you can purchase your 
covered drugs and supplies at an out-of-network 
pharmacy, you will receive an increased 
level of benefits and experience greater 
convenience when you use the Mail Service 
Prescription Drug Program and Preferred 
Network pharmacies. 
�on-RPlail Pharmm·y Providt•rs 
If you receive your covered prescrip tion 
drugs and supplies from any non- retail 
pharmacy provider, such as a physician or 
government health center, you will need to 
pay for your items and file an FEP Health 
Benefits claim for reimbursement .  
To do this, be  sure to get an itemized bill . 
Then, fill out the FEP Health Benefits 
Claim Form and send your claim to your 
local Blue Cross and Blue Shield Plan . 
Check the back of your Service Benefit 
Plan ID card for the Plan's customer service 
phone number to call for claim forms. 
For drugs and supplies dispensed from 
these providers, your annual deductible and 
coinsurance apply to covered charges. 
Check your 2000 Blue Cross and Blue 
Shield Service Benefit Plan brochure 
(RI 71 -5) for details, or call your local Blue 
Cross and Blue Shield Plan for information. 
Questions and Hnswers Know Your Options 
Q Based on the benefits for 2000, 
• is it more beneficial for me to go 
tlirough the mail service program or to my 
retail pharmacy? 
A 
This is an independent decision that is 
• entirely up to you. In order to make 
an informed decision, contact your local 
Preferred Network pharmacy to determine 
the FEP preferred retail price and your 25 % 
(Standard Option)/ 15% (High Option) 
contribution to the cost of the medication. 
Compare this to the flat copayment of 
$20.00 (Standard Option)/ $14.00 (High 
Option) for brand name drugs and $12.00 
(Standard Option)/ $8.00 (High Option) 
for generic drugs if you were to use the 
mail service pharmacy. 
Q Are the Service Benefit Plan Pharmacy • Programs Y 2K ready? 
A 
The Service Benefit Plan, the Mail 
• Service Prescription Drug Program 
and the Retail Pharmacy Program, along with 
pharmaceutical manufacturers and local 
retail pharmacies, have worked for several 
years to prepare all the necessary systems 
for Y 2K. Our Pharmacy Programs have 
had continuous dialog with representatives 
from these industries to ensure that there 
will be no interruption in the supply of 
medications or service. Remember, extra 
quantities of medication prior to January, 
2000 are not necessary. Based on the rec­
ommendations of the President's Council 
on Year 2000 Conversion, we recommend 
patients " ... get a normal refill of their 
medication when they have a 5 to 7 day 
supply of medication remaining." 
Gt•nf'rh· Drugs 
Generic drugs are lower-priced drugs that 
are the therapeutic equivalent to more 
expensive brand-name drugs. Frequently, 
generics are just a fraction of the cost of 
equivalent brand-name drugs. The U.S. 
Food and Drug Administration sets quality 
standards for generic drugs to ensure that 
these drugs meet the same standards of 
quality and strength as brand-name drugs. 
You can save money by using generic drugs. 
W hen you submit prescriptions to the Mail 
Service Prescription Drug Program or 
through the Retail Pharmacy Program for 
members covered under your enrollment, 
you authorize the pharmacist to substitute 
a Federally approved generic, if available. 
However, you or your doctor have the 
option of specifically requesting a name 
brand. Using the most cost-effective 
medication saves money and helps ensure 
that you will continue to enjoy a high level 
of health benefit coverage. 
Proh•etincr \'our Saft•ly 
i-,, • 
Both the Mail Service Prescription Drug 
Program and Preferred Network pharmacies 
are committed to protecting your safety. 
We encourage members who use the mail 
service program to complete a Patient 
Profile to indicate drug allergies, health 
conditions, chronic diseases or sensitivity to 
any drug. To obtain a Patient Profile Form, 
contact the Mail Service Presciption Drug 
Program at 1-800-262-7890. 
When you have a prescription filled through 
the Mail Service Prescription Drug Program 
or at a Preferred Network pharmacy, your 
prescription will automatically be checked 
for potential problems related to: 
• Interactions with other drugs you are taking 
• Drugs that are inappropriate due to a disease 
or medical condition 
• Drugs that are inappropriate based on your age 
• Unusually high or low drug dosage 
• Drug duplication or excessive use 
• Refills that are requested too soon 
This service uses information stored from 
your previous prescriptions dispensed from 
the Mail Service Prescription Drug Program 
and Retail Pharmacy Program. If any of 
these potential problems arise, the pharmacist 
may consult with you and your doctor to 
resolve any questions about the prescription 
before dispensing the medicine. 
Prior Apprornl for Cerlain Drugs 
Before benefits are approved for certain 
prescription drugs, the Retail Pharmacy 
Program must determine whether the 
medication is related to a service or condition 
that is covered under the Service Benefit 
Plan. They also evaluate whether the drug 
was prescribed in accordance with generally 
accepted medical practices. To do this, 
they sometimes refer the claim to a 
medical expert. 
Prior Approval Through 
�tail Service Prescription Drug Program 
If you use the Mail Service Prescription Drug 
Program and your medication requires prior 
approval, we '11 mail you a Prior Approval 
Form when we receive your prescription. 
You can also call 1 -800-262-7890 to request 
a Prior Approval Form. Take the form to 
your doctor and ask the doctor to fill it out. 
Mail the completed form to the address on 
this page. 
Prior Approval Through Retail Pharmacy Program 
If you use a Preferred Network pharmacy, 
the Retail Pharmacy Program's computer 
system will notify the pharmacist if your 
medication requires prior approval. The 
Retail Pharmacy Program will automatically 
send you a Prior Approval Form. When you 
receive it, ask your doctor to fill it out. 
If you use an out-of-network pharmacy and 
file your claim yourself, we '11 send you a 
Prior Approval Form when we receive your 
claim if your medication requires it. You 
should take the form to your doctor and ask 
your doctor to complete it. 
W hen the Prior Approval Form has been 
completed, send it to: 
Service Beneiit Plan Retail Pharmacy Program 
P.O. Box 52080 Phoenix, AZ 85072-2080 
Attn: Prior Approval Program, Clinical Services 
Or, if you prefer, you can FAX a copy to 
1-800-734-4664. 
After your Prior Approval Form has been 
evaluated, we will send you a notice that 
indicates the status of your approval request. 
If benefits are approved, we will keep the Prior 
Approval Form on file to speed up processing 
the next time you have your prescription 
filled at a pharmacy or through the Mail 
Service Prescription Drug Program. If your 
medication does not meet the qualifications 
for approval, Service Benefit Plan benefits 
are not available for the expense. 
Preferred network Pharmacy listing 
The national and regional chain stores shown CPS Sacramento Farm Fresh 
in this pamphlet are part of the Preferred Cub Pharmacy Farmer Jack Pharmacy 
Network of retail pharmacies. There are also Custer Pharmacy Fedco Professional Pharmacy 
thousands of independent pharmacies that CVS Food City 
are in the network, too. You may even be using a D & W Pharmacies Food Emporium D&W Food Center Food Fair 
Preferred Network pharmacy now and not Dahl's Pharmacy Food Lion 
be aware of it! The network may change from Daring Drugs Food Town 
time to time, so be sure to call 1-800-624-5060 Del Mar Value Rite Food World 
or refer to our Web site at: www.fepblue.org Delchamps Pharmacy Foodmax Pharmacy 
for the Preferred Network pharmacy nearest you. Delta Drugs Foodworld Pharmacy 
Chain Name 
Dillon Stores Franks Pharmacy & Medical Supply 
Discount Drug Mart Fraser Pharmacy 
A&P Pharmacy Big V Supermarkets Docs Drugs Fred Meyer 
AARP Pharmacy Biggs Pharmacy Dominick's Finer Foods Fred's Pharmacy 
ABCO Bolger Pharmacy 
Downeast Pharmacy Frederick Drug Store 
ACME Pharmacy Brooks Maxi Drugs Drug Emporium* Fresh Market Pharmacy Dept. 
Adams Pharmacy Brookshire Brothers Drug Fair Fruth Pharmacy 
Alaska Managed Care Pharmacy Brookshire Pharmacy Drug Mart Fry's Food & Drug 
Albertson's Bruno's Food & Pharmacy Drug Town FTC East Pharmacy 
American Fare Budget Chopper Pharmacy Drug Warehouse Furr's Supermarkets 
American Pharmaceutical Service Busse Pharmacy Drug World Pharmacies Garfield Medical Square Pharmacy 
Anchor Pharmacies Buttrey Food & Drug Drugs For Less Garfield Pharmacies 
Andrews Pharmacy Care Stat Of Colorado Duane Reade Genovese Drug Stores 
Appletree Markets Caremark Duluth Clinic Pharmacies Gerbes Pharmacy 
APS-West Palm Beach Carle Rx Express Eagle Quality-Seward Giant Eagle Markets 
Arbor Drugs Carnival Pharmacy Eagle Supermarkets Giant Food of Maryland 
Arrow Prescription Centers Carrs Quality Centers Easter Family Center Pharmacy Giant Foods 
Arthur Drug Stores Cedar Drugs Easter Foods Pharmacy Grand Union Pharmacy 
Aurora Pharmacies Children's Hosp 0/P Pharmacy Eaton Apothecary Grand Value Pharmacy 
B & B Pharmacy CIGNA Healthcare of AZ Eckerd Drugs Great American Drug 
Baker's Supermarkets City Drug Econo Foods Pharmacy Grimes Clinic Pharmacy 
Bales Pharmacy City Market Edwards Pharmacy H & G Pharmacy 
Banks Apothecary Clark Ave Medic Drug Ellis Drugs Haggen Pharmacy 
Bartell Drug Company CMB Pharmacy Engeldahl Drugs Hannaford Foodstore 
Bedford Medic Drug Cobb Pharmacy Ethical Pharmacy Happy Harry's Discount Drugs 
Bel Air Pharmacy Coe Drug Expo Pharmacy Harmons Pharmacy 
Bell Drug Consumers Market F.T.C. Pharmacy, West Hausman Pharmacy 
Bernie Shulmans Copps Corporation Fa gen Pharmacy Hayes Pharmacy 
Bi-Lo Pharmacy Corner Drug Store Fair lane Pharmacy Service Health Center at Christiana 
Bi-Mart Pharmacy Cost Cutters Family Center HEB Pharmacy 
Big Bear Stores Costco Pharmacy Familymeds Henry Ford Medical Center Pharmacy 
Preferred network 
lis t i ng [c o n t.) 
H er itage Drug 
Hi -Schoo l  P harmac i
e s 
l-lila nder Pha rma c y 
Homela nd Stores 
Ho rizo n Pharmacy 
H orton & Conv e rse 
Hunte r' s Ph a r m ac y 
Hy- Vee Fo o ds 
Hyp ermart US A P h
a r m a
c y 
Ike' s Pharmacy 
Inland Ph a r ma ce u ti c a l S e
r v i c e 




Jackso n P ha r m a c y 
Jans e
r s D ru g 
Jot e' s 
Jub ilee 
Kar e Ph arm acy 
Ka sh n' Karry P h a
r m a c i e s 
Ka sha t P harm acy 
Keltsch Pharmacy 
Ke nne dy P h
a r m a c y 
Ke rr Dru g 
Ke wa sk um Phar ma c y 
Kewau nee Pha r ma c y 
K eys to ne P h a
r m a c y 
Ki bu r z D rug 
Ki ng Kullen P h a
r m a c y 
Kin g So opers 
Kin g' s P harmacy 
Kings R oad Pha rm a c y 
Kingsb oro Pharm acy 
King sbo r o  P h ar ma cy R es i d e
n t C a r e 
Kin ney Drugs 
Km art P ha r m a c i
e s 
Knig h t 
Dru g s 
Kro ger 
L & M P h a
r m a c y 
L&L Drugs 
Le roy Pha r m a c y 
Lo nge D rugs 
Lo ngs Dru g  S t o r e s 
Lu c k y P h
a r m a cy 
L u c ky R x 
Lu c
ky S av- On 
M a c o mb Pro fes s
io n a l 
Pha r m a cy 
M a g no lia 
Pha r ma
cy 
M a n t z ' s 
Pha r m a
c y 
M a r c
'
s 
M a r qu ette P
ha r m a
c y 
M a r tin s P
h
a r m a
c y 
M a x Wa r eho u s e 
M a y' s  D ru g St o r e 
M e d Ce n t e r 
Pha rm a c
i
e s 
M e d- R x 
M e d - X 
M e d i c 
D
i
s c o u n t 
D ru g s 
M ed i c P
h
a r m acy 
Medi c al Ce n ter 
Pha r m
a c y 




a c y 
Me d i c i
n e Ca
bi
n e t 
M e d
i c i n e 
Ch
e s t 




t Ph a r m a c
v 
Me d max 
Pha r ma c y 
M ed s




a r ma c y 
Me inz e r P
h
a r ma c y 
M e l' s Dru g 
M e quo n 
Pha r ma c y 
Me tro P
h
a r ma c y  
Ml-I
C Pro fe ss
io n a l 





t o r e s 
Mi t che
ll s  P ha r m a c y 
Mo n t e Ma
r t 
P ha r
m a c y 
M o r ri s on ' s 
P
h
a r m a c y 




n Dru g 
M r. Z 's P h arm a c y 
N ei g hbo r c
a r e  P
h




a r m a c v 
No b H ill Ph
a rm a c y 
N o r ths i
de Cli
nic Pha r









a r m a c y 
No v i D ru g 
Ny s t ro m Thr ifty D rug 
O
p
tio n  Ca r e  
O
s c o D rug 
Ow en 's 
Ph
a
r ma cy 
Pa k 'n 
Sa v e D rugs 
P
a r sipp a n y D rug Fai r 
Pa t' s  Pha r ma c y 
P
a
th ma r k 
P
a u
l' s  Cu t Rat e D rug 
P a l' ilio n s Phar m ac y 





l Pha r m ac y 
Pe rr y D
ru
g Pha r - Mo r  
Ph
a r
ma cit y Dru g 
Pin e  K n o b Pharmac y 
Pitk
i
n 's D ru g St or e 
Pr i c e 
Ch opp e
r 
Pharma c v 
Pr i c e 
Ri te Ph ar ma c y 
P ro c t or 's Ph ar ma c y 
Pu bl ix Su
p er Marke t s  
Pu lm o -
D o s e 
QF C Pha r m a c y 
Qu ali ty Ma rke t s 
Qu i ck Che k Fo od S tor e s 
R
a
in b ow Dr u g s 
R ai n b ow Pharmac
i
e s 
Ra l e y's Dru g Cen t e r 
R
a
lph s P ha rma c y 
R
a n
d a ll' s  Fo od Ma rk e t 
Re l' c o  Dr u g  Cen t e r  
Ri
c
ha rds Dru gs 
R i
c
k 's Hi- S ch ool Pharm a cy 
R i te A
i d 
Ro e s c he n 's P harm a c y 
Ro s au e rs Su
permark e t s 
R x  Pl a c e 
R X D  Phar m a cy 
S- M a r t Pha r m a cy 




y Sto r es 
Sa m s C lu b Pharm a c y 
Sarto r is Super Drugs 
Sav -A- Center Pharmacy 
Sav -Mor D rug Sto res 
Sav - On 
Sal' - On Drugs 
S a v-On Exp ress 
S a v-On Pha rmacy 
S a l'-On Prescri ptions 
S a l'ema r t Pharmacies 
Sceni c Oliv e Drug s 
Schnuck s Market s 
Schwegman n Pha rmac y 
Sc o t' s Lo-Cos t Pharmac y 
SecureR
x 
Seess el Holding s 
Sen tr y Drug s 
Shell y ' s Pharmacie s 
Sho p ' N  Sav e 
Sho p ' N  Sa ve Dru g 
Sho p ' N  Sa ve Foo d & Dru g 
Sho p  ' N  Sa ve Pharmac y 
Sho p ' N Sa ve Supersto r e 
Sho p ' N Sa ve Warehou se Food s 
Sh op Ri
t e  Pharma c y 
Sh op Ri te Supermarke t s 
Shop ko S tor e s 
Shoppe r s Pharma c y 
Shopr ite B ig V Pharma c y 
Sil vert on Dru g 
Si nai Samarit an O /P Pharma c y 
Sm ar t  Pharma c y 
Sm it h 's Fo od & Dru g 
Smi tt y ' s  
Sny der Brot h ers Dru g 
Sny d er s D rug Sto r e 
So Lo Pharm a cy 
St Lu ke s O /P Pharm a c y 
St Lu kes Southsh ore Commun
i t y 
St M ary Med Ctr O /P Pharm a c y 
St. Lu k es P hys Office B ldg Pharm a c y 
Stadtlande rs Pharm a c y 
Stand ard D ru g 
Preferred network listing (cont.) numbers for more Information 
Star Markets 
Stirling Plaza Drug 
Stop & Shop Supermarket 
Strand Pharmacy 
Sun Mart Pharmacy 
Super 
Super 1 Pharmacy 
Super D Drugs 
Super Foodmart Pharmacy 
Super Fresh Pharmacy 





SW Washington Medical Center 
0/P Pharmacy 
Talbert Health Services 
Target Stores 
Texas Drug Warehouse 
Texas Retired Persons Pharmacy 
The Copps Pharmacy 
The Drug Store 
The Grand Union Pharmacy Dept 
The Grocery Store 
The Medicine Shoppe 
The Pharm 
Thrif-D Disc Pharmacy 
Thriftway Food & Drug 
Thrifty White 
Times Super Market 
Tom Thumb Pharmacy 
Tom's Riverside Pharmacy 
Top Food & Drug 
Tops Pharmacy 
Torrance Plaza Pharmacy 
Trudell Pharmacy 
Twin Knolls Pharmacy 
Ukrop's Super Markets 
Union Prescription Center 
United Supermarkets 
USA Drug 















West Grange Pharmacy 
West Linn Drug 
White Drug 
Williams Bros. 
Wind River Pharmacy 
Winn Dixie 
Woodside Pharmacy 
Woodward Town & Country 
Pharmacy 
Xpect Discounts 
*Some Drug Emporium and Wal-Mart 
pharmacies are privately owned and may 
be out-of-network. Be sure to ask before 
having your prescription filled. 
Call these numbers for prescription 
drug information: 
�lail Service Prescription Drug Program 
1 -800-262-7890 
Monday through Friday, 8 a .m.  to 9 p.m.  
Saturday, 8 a .m.  to 6 p.m .  
Eastern time 
Retail Pharmacy Program 
1-800-624-5060 
Monday through Friday, 8 a .m.  to 9 p.m.  
Saturday, 8 a .m.  to 6 p.m .  
Eastern Time 
Other Benefit or Claim Information 
Call your local Blue Cross and Blue Shield 
Plan. The customer service number is on 
the back of your Service Benefit Plan ID 
card . You can also find the number in the 
white pages of your phone book. 
This pamphlet gives a summary of your 
prescription drug benefits. For complete 
details on your benefits, please refer to your 
2000 Blue Cross and Blue Shield Service 
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W ith the  
M a i l  S e rv ice 
P rescr i pt ion  
D ru g  Prog ra m :  
* You can order up to a 90-day supply of 
your medication (as prescribed by your 
doctor) for one copayment 
* You pay less for generic medications than 
brand-name medications 
* You can order your prescription refills 
anytime by : 
* Using the Internet at www.fephlue.org 
* Calling the automated refill system toll­
free at 1 -877-FEPFILL (l-877-337-3455), 
24 hours a day, seven days a week 
* Using the postage-paid mail service 
order envelope 
* Your medication arrives at your door, 
postage-paid 
Your Mail Service Prescription Drug Program 
is designed for members who use prescription 
drugs on an ongoing basis, and is a valuable 
component of your Blue Cross and Blue 
Shield Service Benefit Plan coverage. 
This pamphlet will give you all the facts 
about the Mail Service program and will tell 
you how to take advantage of your benefit. 
2 
The Ma i l  Service Program 
The Blue Cross and Blue Shield Service 
Benefit Plan's Mail Service Prescription 
Drug Program is administered by Merck­
Medco Managed Care, L.L.C. ,  a wholly 
owned subsidiary of Merck & Co., Inc. 
Co payments 
You pay one copayment per prescription 
or refill for up to a 90-day supply, as 
prescribed by your doctor. Your copay­
ments for 2000 are indicated below. 
Standard H igh 
Option Option 
Serv ice Benef it $ 1 2  for $8  for 
P l an  Mem bers gener ics gener i cs 
$20  for $ 1 4  for 
b ra nd-names b rand-names 
Po i n t-of-Serv ice en ro l l ees wi l l  be respons ib l e  for 
the fo l l owi ng copayments :  
$ 1 2  for 
gener i c  med i cat ions 
$20 for 
b rand -name med icat ions 
3 
Year  2000 Ma i l  Service 
copayments app ly to the 
Catastroph ic  Protect ion 
Benefit 
Beginning January 1, 2000, your Mail 
Service Prescription Drug Program 
copayments will accumulate toward the 
Catastrophic Protection Benefit. The 
Catastrophic Protection Benefit limits 
out-of-pocket expenses for Covered charges 
you and any covered family members pay 
(applies to most coinsurance, copayments, 
and deductibles). When out-of-pocket 
expenses from using preferred providers, 
such as the Mail Service Prescription Drug 
Program, exceed $1000 (High Option) or 
$2000 (Standard Option), your copayments 
are waived when you continue to use the 
Mail Service program and any other pre­
ferred providers for the remainder of the 
calendar year. See your year 2000 Service 
Benefit Plan brochure (R l  71 -005) for a 
complete description of the Covered charges 
applied to the Catastrophic Protection 
Benefit. 
4 
For the best way to obta in  
your  on-go ing med ications, 
use Ma i l  Service . . .  
* We follow strict quality and safety 
controls for every prescription filled. 
* You and your covered dependents benefit 
from a comprehensive medication safety 
review. When your prescriptions are filled 
through the Mail Service Prescription 
Drug Program pharmacies, they are 
reviewed for any potential drug interac­
tions based on your confidential medica­
tion profile. This is  especially important 
if you take many different medications or 
see more than one doctor. If there is ever 
a question about your prescription, a 
pharmacist will contact your physician 
before dispensing the medication. 
* Highly trained registered pharmacists 
staff our Mail Service pharmacies, and 
they are available for emergency consul­
tations 24 hours a day, seven days a 
week, by contacting Member Services. 
* Ordering is easy with EasyRX"". 
EasyRX"" lets you order new prescrip­
tions or refill existing prescriptions 
through many methods, and your med­
ication is delivered right to  your door, 
postage-paid. (See EasyRx'" section cf 
this brochure for more details on page 7.) 
* You have an easy, affordable way to 
obtain your maintenance prescription 
medications without making the trip to 
the pharmacy. 
5 
Mai l  Service On l i ne 
(www.fepbl ue.org)­
lt's fast and easy ! 
You can take advantage of your mail 
service benefits online, anytime : 
* Order Mail Service prescription refills 
* Check the status of a Mail Service 
prescription refill order 
* Request additional Mail Service order 
envelopes 
Here's How: 
1. Access our 
website 
(www.fepblue.org) 
2. Select Pharmacy 
Programs 
3. Select Mail Service Pharmacy 
4. Select from the following: 
S E R V I C E  O PT I O N S : 
- * Check the status of your prescription 
refill order 
* Order Mail Service envelopes 
* Order prescription refills 
I N F O R M AT I O N  O PT I O N S : 
* Mail Service brochure 
* Internet Security : Browser and 
Encryption 
When ordering refills or checking order 
status : You will need to provide your mem -
her "R "  number as well as the prescription 
number which is printed on the medica­
tion container, or on your refill slip . 
6 
EasyRx'": Another s imple way to 
use your Mai l  Service pharmacy 
Now members can take advantage of 
EasyRx's automated Refill by Phone 
feature  - the fastest way to order. Call 
1 -877-FEPFILL ( 1 -877-337-3455) to 
order your refills . Or you can access 
our website (www.fepblue . org) to use 
the interactive pharmacy online. When 
you call or log on, be sure to have on 
hand the following :  your member "R" 
number, the prescription number (it's 
the 12 -digit number on your refill slip) 
and your credit card number and 
expiration date. 
Note : Certain controlled substances and several other 
prescribed medications may he subject to other dispensing 
limitations and the professional j udgment of the pharma­
cist. If you have any questions about your medication, 
please call your Member Services number. Federal law 
prohibits the return of dispensed controlled su hstances. 
7 
Here's How You Use Ma i l  Service for 
New Prescr ipt ions :  
* Ask your doctor to prescribe your 
medication for up to a 90-day supply 
(minimum 21 -day supply) plus refills, 
if appropriate. If you are presently 
taking medication, ask your doctor for 
a new prescription. 
* Your doctor can call 1 -888-EasyRx l 
( 1 -888-327-9791) for instructions on 
how to fax the prescription. 
* You can request postage-paid mail 
service envelopes by using the Internet 
(www.fepblue.org) or by calling Member 
Services toll-free at 1 -800-262-7890. 
* Send your original prescription and 
the appropriate copayment in the Mail 
Service envelope. To ensure prompt 
service, please fill out the order envelope 
in its entirety. Please be sure you sign 
the envelope, indicating that the 
prescribed drugs are for you or your 
covered family members . 
Delivering Your New Mailed In 
Prescriptions :  
* Mailed In Prescriptions : Your order will 
be promptly processed and your medica­
tion sent to you via U.S. Mail or UPS 
(for controlled substances), along with 
instructions for future refills, if applica­
ble. Please allow up to 14  days for 
delivery from the time you mail 
your prescription. 
8 
Here's H ow Yo u  U se M a i l  Se rvice 
fo r Refi l l s: 
To be sure you never run short of your 
prescription medication, you should reorder 
after the rcfi U date indicated on the me dica­
tion container or when you have fewer than 
25  days of' me dication remaining. 
Through the Internet :  
* Log on to our web site (www.fepblue. org). 
Fol low the instructions outlined on page 6. 
To Order Refills by Phone : 
* Call the automated refill system toll-free 
at 1 - 877-FE PFI LL ( l -877-337-3455), 
24 hours a day. Have your member "R" 
number and the medication container 
with the Rx number ready. 
To Order Refills by Mail :  
* Send your refill slip and copayment in the 
Mai l  Service envelope. You can request 
postage-pa id mail service envelopes by 
using the Tntcrnet (www.fepblue.org) or 
by calling Member Services tol l-free at 
] -800-262 -7890. 
Delivering Refills : 
* Your order will be promptly processed and 
your medication sent to you via U.S .  Mail 
or UPS (for controlled substances), a long 
with instructions for future refills, if applic­
able. Please allow approximate]y 
one week for normal delivery. 
It's Easy to Pay for Your Medications: 
* You may pay by check, money order or you �· 
may authorize billing to your credit card : 
MasterCard, VISA, Discovcr/NOVUS, 
American Express or Diners Club. You 
may place your credit card on file and 
your prescription orders will be automatic­
ally charged each time you place an order. 
To enroJI in this program, please call 
1 -800-948-8779. 
9 
Other important featu res 
of your  Ma i l  Service 
Prescri pt ion Drug Prog ram 
Your Mail Service program is designed to 
provide you with the quality of care you 
expect and the service you deserve­
whether it's keeping a profile of your med­
ication history or providing you a toll-free 
number to speak with a pharmacist. 
Drug Uti l i zation Review: 
Safe and Appropriate Use 
of Medications 
Under the drug utilization review program, 
prescriptions filled through the Mail Service 
pharmacy are examined for potential drug 
interactions based on your personal med­
ication profile. A drug interaction occurs 
when certain drugs act together to result in 
an adverse effect on the body. The drug 
utilization review is especially important if 
you or you r covered dependents take many 
different medications or see more than one 
doctor. If there is a question about your 
prescription, a pharmacist may contact your 
doctor before di spensing the medication. 
1 0  
Merck-Medco Stocks Thousands 
of Different Brand Name and 
Gener ic Drugs 
As a high quality professional pharmacy, 
Merck-Medco Rx Service's drug inventory 
is extensive. Thousands of different pre­
scription drugs, both brand name and 
generic are maintained on-site. 
Persona l ized Services 
With the Mail Service Program you can 
get fast answers to any questions you have 
regarding your prescriptions .  Every new 
prescription arrives at your home with a 
specialized Patient Package Insert, con­
taining full details about your specific 
medication and its use. If you have further 
questions, please contact Member Services 
at 1 -800-262-7890. If you need personal 
help, a registered pharmacist is on call 
24 hours a day. 
1 1  
Point-of-Service Program 
i n  Some P lan Areas 
A Point-of-Service program is available in 
certain Blue Cross and Blue Shield Plan 
areas. This coverage requires the selection 
of a primary care physician for each cov­
ered family member. When the primary 
care physician coordinates your healthcare, 
you receive enhanced benefits and your 
out-of-pocket costs are reduced. 
If you are enrolled in the Point-of-Service 
product, a copayment ($12 generic and $20 
brand-name) is required for each Mail 
Service prescription or refill. 
Hea lth and Prescr ipt ion I nformation 
Health and prescription information of 
members and dependents is used by 
Merck-Medco Rx Services and its affiliates 
to administer your health benefits 
programs. As part of the administration, 
Merck-Medco Rx Services and its affiliates 
generally report that information to the 
Blue Cross and Blue Shield Federal 
Employee Program. Merck-Medco Rx 
Services and its affiliates also use that 
information and prescription data gathered 
from claims submitted nationwide for 
reporting and analysis without identifying 
individual patients . 
1 2  
Answers to you r  questions 
Q.  What a re the  changes to  the  Ma i l  
Service prescri pt ion  d rug benefits 
in 2000 u nder  the Serv ice Benefit 
P lan ?  
A .  The Blue Cross and Blue Shield Service 
Benefit Plan is committed to providing 
all of our members with the quality 
health care they expect, and that won't 
change in 2000. 
for medications you take on a long-term 
basis ,  you can obtain up to a 90-day 
supply at the Mail Service Pharmacy. 
Under Standard Option and Point-of­
Service, copayments are $12 for generics 
and $20 for brand-name drugs .  Under 
High Option, the copayments are $8 for 
generic and $ 14 for brand-name drugs .  
These copayments apply to all active 
employees, retirees and their dependents 
including those members with Medicare 
Part B as their primary payer. In addi­
tion, your Mail Service copayments now 
accumulate toward your catastrophic 
protection benefit. 
Even though some things are changing, 
it's important to remember that none of 
the changes for the year 2000 compro­
mise your health or access to the 
provider of your choice . The Service 
Benefit Plan is committed to providing 
you with the most comprehensive pack­
age of benefits available and quality 
service, at the most reasonable cost. 
1 3  
Q. Under the new benefit design, I pay 
a lower copayment for generic drugs. 
What is the d ifference between 
generic and brand-name drugs? 
A. The brand name of a drug is the product 
name under which the drug is advertised 
and sold. Many brand name medications 
have become well known through adver­
tising. Generic medications often have 
unfamil iar names, yet by law they must 
have the same active ingredients and are 
subject to the same rigid U.S .  Food and 
Drug Administration (FDA) standards for 
quality, strength and purity as their 
brand name counterparts . When autho­
rized by your doctor and permitted by 
law, Merck-Medco Rx Services will dis­
pense a generic drug when available. 
This saves both you and your Plan 
money. Please discuss using generics 
with your  physician . 
1 4  
Q. What are the advantages of us ing 
the Ma i l  Service Prescr iption Drug 
Program? 
A. The Mail Service Prescription Drug 
Program, designed for members who use 
prescription medication on an ongoing 
basis, is a valuable part of your Blue 
Cross and Blue Shield Service Benefit 
Plan coverage. With convenient home 
delivery and no deductible, ordering 
prescriptions by mail is easy and 
economical. Here are some advantages 
of the program : 
• Low costs : you pay only one 
copayment per prescription or refill 
for up to a 90-day supply 
• Convenient home delivery 
• You can order up to a 90-day supply 
of your medication each time 
• You can phone in your refills from 
home, toll-free, 24 hours a day, 
seven days a week 
• You can order your prescription 
refills online, 24 hours a day, 
seven days a week 
• No claim forms to file and no waiting 
for reimbursement 
Q. What types of med ication are 
covered? 
A. Almost all maintenance prescription 
medications including fertilit-y medica­
tions, oral contraceptives, insulin, 
insulin needles and syringes, and 
diabetic supplies (e.g. test strips and 
test tape), are covered by this program. 
If you have any questions concerning 
your medication, please contact 
Member Services at 1 -800-262-7890. 
1 5  
Q.  Wi l l  Merck-Medco Rx Services fi l l  
prescriptions from a lternative 
prescri bers? 
A. Merck-Medco Rx Services will fill 
prescriptions from alternative prescribers 
(e.g. Nurse Practitioners, Physician 
Assistants) as allowed by applicable state 
and Federal laws. This may necessitate 
a call to your alternative prescriber's 
office to obtain necessary information 
needed by the pharmacist to dispense 
the prescription. 
Q. Does the pharmacy commun icate 
with my phys ic ian? 
A. Sometimes your physician may prescribe 
a medication to be dispensed as written 
when there is a formulary alternative 
brand name drug available in the same 
therapeutic class, or there's a chemically 
equivalent generic drug. The pharmacist 
may, on occasion, discuss with your 
physician whether an alternative drug 
might be appropriate for you. Let your 
physician know if you have questions 
about a change in prescription or prefer 
the original prescription. Your physician 
always makes the final decision on 
your medication. 
1 6  
Q. What do I do i n  emergency 
s ituations? 
A. If you need medication immediately, but 
will be taking it on an ongoing basis ,  
ask your doctor to write two prescrip­
tions : The first prescription for a 14-day 
supply you can have filled at a local 
retai l pharmacy, and the second for the 
balance-up to a 90-day supply-which 
you can send to Merck-Medco Rx 
Services . Send the larger prescription 
along with your copayment to Merck­
Medco Rx Services immediately. 
This is a summary of the features of the Blue Cross and 
Blue Shield Service Benefit Plan Mail Service Prescription 
Drug Program. Before making a final decision, please 
read the plan's federal brochure (Rl 71 -005). All benefits 
are subject to the definitions, limitations and exclusions 
set forth in the federal brochure. For a contractual and 
complete description of benefits available under the 
Service Benefit Plan, please refer to the year 2000 Blue 
Cross and Blue Shield Service Benefit Plan brochure. 
(R l 71 -005) 
1 7  

M e m be r  Se rv i ces 
You can reach Member Services at : 
1 -800-262 -78 9 0  
Monda y- Friday : 
8 a .m. - 9 p .m. , Eastern Time 
Saturday : 
8 a .m. - 6 p .m. , Eastern Time 
If necessary a registered pharmacist is 
available for emergency consultations 24 
hours a day, seven days a week, by calling 
the toll-free Member Services number 
above. 
Automated Ref i l l  System 
You can also access the automated 
refill system toll-free at 1 -877-FE PFILL 
( 1 -877-337-3455) 24 hours a day, seven 
days a week to order your refills . 
Specia l  Services 
The TTY number for the hearing-impaired 
is 1 -800-446-7292 .  
Hours are : 
Weekdays from 8 a.m. - 6 p.m., 
Eastern Time 
For the vision-impaired, upon special 
request with your order, the pharmacist 
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My son has a fever of 1 01 .  
How can I bring his 
temperature down? 
It's 2 a.m. and I'm having sharp 
stomach pains. What should I do? 
Go to the Emergency Room? 
My husband is experiencing dizziness 
and headaches. Should he make a 
doctor's appointment? 
B l u e  H e a l t h  C o n n e c t i o n  
i s  d e d i c a t e d  t o  g i v i n g  
y o u  a n d  y o u r  f a m i l y 
t h e  h e a l t h  c a r e  
i n f o r m a t i o n  y o u n e e d ,  
w h e n  y o u  n e e d  i t  -
t o l l  f r e e ,  2 4  h o u r s a d a y . 
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Health Connect ion sM 
Blue 
Available Only to Blue Cross and 
Blue Shield Service Benefit Plan Members 
6 1 6-2 
& � BlueCross® 
T. � BlueShield® 
Federal Employee Program 
Introducing 
Health Connect ion s ·" 
Blue 
We're pleased to introduce you to Blue 
Health Connection. With Blue Health 
Connection, you have 24-hour access to reg­
istered nurses who can help you assess your 
symptoms and provide health care informa­
tion. Using Blue Health Connection may 
save you time and unnecessary out-of­
pocket expenses. 
The Blue Health Connection nurse is  a key 
part of your health network. The nurse will 
help you get the right care at the right time 
from the right place. When you're r eferred 
to the emergency room, payment of your 
claim is guaranteed. ,:-
The next time you have health concerns 
such a s :  
• You 're experiencing dizziness and 
headaches 
• Your baby has a high fever or pers i stent 
cough 
The Bl ue Health Connection nurse wi l l :  
• Help you assess your sympto ms 
• Direct you to an emergency room, if needed 
• Provide relia ble self-care information  
Blue Health Connection is one of the many 
ways we are working to provide enhanced 
health care coverage for our va lued members . 
Sincerely, 
Stephen W. Gammarino 
Vice President, Federa l Employee Program 
''· Blue Health Connection is a voluntary program. Claim 
payments are subject to benefit limitations. 
f 
What is 
Blue Health C1onnection? 
Blue Health Connection is 
your resource for around 
the clock health advice and 
information. It puts you 
in touch with health 
professionals for answers 
to your health questions and 
concerns at no 
'-==-'--= additional charge to you. 
Benefits of 
Blue Health Connection 
• Gives you medical 
advice at home, when it's 
convenient for you, 24 
hours a day, 7 days a week. 
• Can save you the t ime and expense of 
unnecessary visits to the doctor's office or 
emergency room. 
• Provides assistance with assessing your 
symptoms and determining the best course 
of action. 
• Can help you in selecting a Preferred 
Provider to meet your needs.  
• Can tel l  you about special programs 
that may be available in your area .  
• Is accessible for you at home, work, or 
on vacation. 
Blue Health Connection is with 
you every step of the way! 
You make the decisions .  With Blue Health 
Connection, you have the information, 
confidence and skills to become an informed 
partner with your health care provider. 
Together you can choose the most 
appropriate care. 
6 1 5-2 
Highlights of the service: 
Nurse Advice - Speci ally trained 
registered n urses are a vail a ble 24 hours 
a day to answer your question s and 
concerns . No question i s  too big or 
too sma ll . 
Long- Term Health Counseling - If yo u 
have a chronic condition, we give yo u 
information so you can make appropriate 
decisions with your provider a bo u t  
recommended tests a nd procedures . 
AudioHealth Library - Yo u can listen 
to over 4 5 0  hea lth topic s ranging from 
poison ivy to heart disea se .  
Health Care Resources - We can help 
you locate community hea lth service s ,  
e ducational  cla s s e s  and support groups 
or information on the doctors and 
hosp ital s  in  your area that  a re covered by 
the Blue Cross  and Blue Shield Service 
Benefit Plan .  
Online Service - A wide range of 
personalized health services are avai lable 
to you when you log on to your computer 
and v i s i t  the Blue Health Connection 
webs i te .  
Call Blue Health Connection 
1 -888-BLUE-432 ( 1 -888-2S8-3432) 
• (f BlueCross® 
� BlueShield® 
Federal Employee Program 
Copyright ©1 999 HBO & Comfany. All tights reserved .  Access Network is  a service mark o Access Health. Blue Health 
Connection is provided under contract with Access Health, Inc . ,  a 
McKesson HBOC Company ar no additional charge to you .  Blue 
Health Connection is a service mark of rhe Blue Cross and Blue 
Shield Associarion, and rhe cross and shield symbols arc registered 
service marks of rhe Blue Cross and Blue Shield Association, and 
Association of Independent Blue Cross and Blue Shield Plans. 

isit us on the Blue Cross and Blue 
Shield Service Benefit Plan web site, 
www.fepblue.org, to get the benefit in­
formation you need. 
You can also: 
• locate a Preferred network provider 
anywhere in the US and overseas 
• access mail service pharmacy services, 
such as checking the status of your pre­
scriptions and ordering refills 
• access Blue Health Connection 
• access the vitamin program and other 
affinity programs on-line 
Need enrollment information? Check 
out the US Office of Personnel Manage­
ment (OPM) web site at www.opm.gov. 
Does your job require travel? You can 
always have per diem rates available 
by accessing www.gsa.gov. 
Did you know that the National Asso­
ciation of Retired Federal Employees 
also has a web site? The NARFE web 
site, www.narfe.org, provides a copy of 
Retirement Life and information about 
legislative issues affecting the FEHBP .























ew th ings i n  l ife are as precious as good 
vision. As a Blue Cross and Blue Shie ld 
Service Benefit Plan member, you are 
entitled to receive routine eye exams, 
frames, lenses and contact lenses at a 
savings when you use partic ipating Cole 
Managed Vision providers for your eye 
care needs. 
You can a lso save money by using the 
B io-Balance program for your vitamins 
and other d ietary supplements. 
When you use a participat ing 
Cole Managed Vision provider, 
you' l l rece ive: 
Savings of up to 60% on frames, 
lenses and lens options 
- A $35 routine eye examination 
- Savings on contact lenses 
- The advantage of convenient 
shopping hours and locations 
- The choice of purchasing your 
contact lenses through mai l  order 
and sti l l  saving money 
ut 
111e Savin!!,'S 
Easy payment - purchases may 
be charged on a var iety of credit 
cards 
Eyewear without paperwork or 
submitting c la ims 
Care 
Show Your ID  Card And Save 
The Cole Managed Vision plan is not an i nsurance pro­
gram, so you will not have to fi le  c la ims. Al l  charges are 
handled d i rectly between you and the Cole Managed 
Vision provider. Al l  you do to receive the discounts is 
use a Cole Managed Vision provider and present your 











You want you r  eyewear to do more than just correct your 3785 
vision. Like f ine jewelry or the r ight accessory, today's 421 0 
eyewear can express your personal ity or style. Cole 5540 
Managed Vision participating providers offer a wide 371 0 
selection of fashionable eyewear, inc lud ing eyewear by 4550 
today's fash ion designers and leading manufacturers. 5580 
Providers Are Carefully Screened 
When it comes to eyewear, Cole Managed Vis ion makes 
sure you are treated right. Every participating Cole 
Managed Vision provider must meet strict guidel ines 
for qual ity and service. You can be assured that al l  par­
t ic ipati ng  p rov iders have professiona l  staffs. Co le 
Managed Vis ion guarantees your complete satisfaction 











Where To Find Providers 
With more than 5,000 locations nationwide, it is easy to 
f ind a Cole Managed Vision provider that's c lose to you 
- even when you are away from home. Partic ipating 
providers inc lude department stores (JCPenney, Sears 
and Target stores), vision specia lty stores (part icipating 
Pear le Vis ion Centers*) and independent optometrists, 
ophtha lmolog ists and opt ic ians. To find the location  
nearest you, ca l l  1 .800.551 .3337. Th is location service is 
ava i lab le  24 hours a day, seven days a week. 
WHAT IS COVERED 
Routine Eye Exam 
Frames 
Priced up to $60.99 Retai l  
Priced $61-$80.99 Retai l  
Priced $81-$100.99 Retai l  





Lens Options (Added to lens price above) 









Standard Progressives (No-l ine B ifocals) $50 
Polycarbonate $30 
Scratch Resistant Coating $12 
U ltraviolet Coating $12 
Sol id Tint $8 
Photochrome $30 
Anti Reflective Coating $35 
G lass $15 
Contact Lens Exam $10 Off Normal Price 
Contact Lenses 80%-90% 
Mai l  Order Contact Lenses 72%-80% 
*Some Pearle Vision locations are franchised and do not participate. 
�/i 
SufJJJletnents 
Now You Can Save Money 
On Your Vitamins And Other 
D ietary Supplements 
Sometimes it's d ifficult to bal­
ance your d iet and meet al l  of your 
nutrit ional requ irements without re­




Service Benefit Plan members 
can save by ordering the vitamins 
and d ietary supplements they use 
through B io-Balance. 
It's easy and convenient to use. 
Ca l l  B io-Balance tol l -free at 1 .877. 
258.7283 to obtai n  a cata logue that 
l ists a l l  of the covered items or to 
speak to a customer service repre­
sentative. The customer service rep­
resentative wi l l  need your enro l l ­
ment code ( 101 ,1 02,104 or 1 05) to 
help you. 
All orders are processed with in  
five days and  shipped by  mai l  to  your 
home. There are no l im its on the 
number of orders you may p lace. 
You can a lso order vitamins 
and supplements on- l ine through 
our web site, www.fepblue.org. 
There is a $5 shipping charge 
for each order and the min imum 
order is $1 5. 
e have inc luded a sample of the 
items ava i lab le through B io-Ba lance for your 
reference. For a complete l isting, p lease ca l l  
B io-Ba lance to l l -free at 1 .877.258.7283 . 
VITAMI N  O R  SUPPLEMENT 
Beta Carotene 25,000 1 .U .  1 00s 
2 Ba l anced B Complex 1 00s 
3 Fol i c  Ac i d  400mcg 250s 
4 Vit. B - 12  1 00mcg 1 00s 
5 N i ac i n  1 00mg 1 00s 
6 Vit. C 500mg 1 00s 
7 Natura l Vit. C with Rose H i ps 1 000mg 1 00s 
8 Chewab l e  Vit. C with Acerol a  500mg 1 00s 
9 Vitam i n  E 400 I .U .  1 00s 
10 Natura l Vit. E B lend  400 1 .U .  1 00s 
1 1  Vit. E 400 I .U .  Water-D i spers ib le  1 00s 
12 Vitam in  E 1 000 I .U .  50s 
13 Natura l Vit. E B l end 1000 1 .U .  50s 
1 4  Z inc  50mg 1 00s 
15 Hi Potency I ron 27mg 1 00s 
16 Oyster She l l  Ca lc i um 500mg with Vit. D 1 00s 
- 17 Ca l -Mag-Z inc 1 00s 
18 Magnes ium 250mg 1 00s 
19 Potassi um G l uconate 550mg 1 00s 
::: 20 Se len ium 200mcg 1 00s 
21 Chromium P ico l i nate 200mcg 1 00s 






PRODUCT # YOUR PRICE AVERAGE RETAIL YOUR SAVINGS 
3665 $ 5.24 $8.27 37% 
5205 $2.72 $5 . 16  47% 
5500 $ 2.40 $4.21 43% 
5250 $2.93 $4.40 33% 
5440 $2.40 $3.91 38% 
51 60 $3 . 14  $4.62 32% 
3785 $ 5.55 $ 9.78 43% 
421 0 $ 5.24 $1 0.83 52% 
5540 $4.50 $6.70 33% 
371 0  $ 6.29 $9.79 36% 
4550 $7 .34 $9.68 24% 
5580 $ 7 .34 $ 1 1 . 1 3  34% 
3720 $7 .86 $ 1 1 .64 32% 
3225 $3.66 $6.46 43% 
4100 $4. 1 9  $6.73 38% 
3325 $4.50 $ 7 .88 43% 
3330 $3 . 14  $ 5.46 43% 
321 0 $2.72 $4.63 41 % 
3230 $2.72 $4.85 44% 
30645 $4 . 19  $7 . 15  41 % 
4340 $4 . 19  $6.60 37% 
4350 $3.98 $ 5.40 26% 
--- --
VITAM I N  OR  SUPPLEMENT 
23 Cent Vite Se lect P lus  (comp Centrum S i lver ® ) 60s 
24 Hi Potency Mu lti w/M inera ls  1 00s 
25 Da i l y  Vitam in  Pak, Max Pak 30s 
• 26 Da i l y  Vitam in  Pak, Women 30s 
27 Da i l y  Vitam in  Pak, Men 30s 
28 Fish O i l  Concentrate 60s 
29 G l ucosam ine  Su lfate Complex 60s 
30 Lecith i n  1 200mg 1 00s 
31 DHEA 25mg 60s 
32 CoEnzyme 01 0 30mg 50s 
33 Ha i r, Sk in ,  Na i l s  Complex 60s 
34 Eye Care Tabs 50s 
35 L-Lys ine  1 000mg 1 00s 
36 St. John 's Wort 300mg 50s 
37 G i nkgo B i l oba 60mg 50s 
38 Ech inacea 1 25mg 50s 
39 Saw Pa lmetto 80mg 50s 
40 Ech inacea & Go ldensea l  
41 G i nseng 1 00mg Concentrate 50s 
42 Va le r i an  1 00mg 50s 
43 Kava Kava 200mg 50s 
44 Go ldensea l  1 00mg 50s 
45 Even ing  Pr imrose O i l  500mg 75s 
46 Natura l Cranberry 500mg 50s 
47 G rape  Seed Extract 30s 
48 Odor  Free Gar l i c  1 20s 
17i tam,in::, (t 
Su ':lplenient 
,,. 
PRODUCT # YOUR PR ICE AVERAGE RETAIL  YOUR SAVINGS 
r, 61 30 $ 5.45 $9.42 42% 
361 5 $4.50 $8.96 50% 
1 230 $8.39 $ 12.89 35% 
'S, 
1 1 50 $7.34 $ 1 0.71 31 % 
1 1 00 $ 7.34 $ 1 0. 1 2  27% 
3531 $4.82 $8.46 43% 
4545 $9.44 $ 1 5. 1 2  38% 
3000 $4 . 19  $7 . 17  42% 
4535 $4.82 $ 7 .49 36% 
4395 $ 1 0.49 $ 1 6.63 37% 
30750 $4 . 19  $ 7.07 4 1% 
4475 $6.29 $9.66 35% 
441 5 $6.29 $ 1 1 .79 47% 
30575 $6.29 $ 1 1 .03 43% 
301 1 0  $6.29 $ 1 2.51 50% 
30090 $ 5.24 $9.92 47% 
30070 $6.29 $ 1 0.53 40% 
30220 $ 7.34 $ 1 2.72 42% 
301 20 $ 5.24 $ 1 0.54 50% 
301 00 $4 . 19  $6 . 1 7  32% 
i 
30570 $6.92 $ 1 1 .47 40% 
30080 $6.29 $9.87 36% 
30040 $6.08 $8.96 32% 
4680 $3.98 $6.93 43% 
� 30555 $6.81 $ 1 1 .50 41 % 
4670 $3.45 $ 7 .08 51 % 
enefits under this vision program and 
this vitamin and d ietary supplements program 
are neither offered as part of nor guaranteed 
under the Blue Cross and B lue Shie ld contract 
with the US Office of Personnel  Management 
(OPM). They are ava i lab le  to a l l  enro l lees and 
fam i ly members covered under the Service 
Benefit Plan. The cost of these benefits is not 
inc luded in your premium. These benefits are 
offered to our members to provide preventive 
and routine care, and as an added va lue to the i r  
Service Benefit P lan  coverage. 
This vision p lan covers only routine vision 
needs. Benefits for the medical  and surgical  
treatment of d iseases and conditions of the 
eye are ava i lab le  as described in the year 2000 
B lue Cross and B lue Shie ld Service Benefit 
Plan brochure (RI 71 -5). 
Benefits for vitamins and d ietary supplements 
are only ava i lab le  for those items that do not 
requ i re a phys ic ian 's prescript ion for pur­
chase. Benefits for prescription medications 
for the treatment of d iseases and conditions 
are ava i lab le  as described i n  the year 2000 
B lue Cross and B lue Shie ld Service Benefit 
Plan brochure (RI 71 -5). 
.......... 
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Administered by the Blue Cross and Blue Shield Association 
For changes 
in benefits 
\ see page 4. 
Who may enroll in this Plan : All Federal employees and annuitants who are el igible to enroll in the FEHBP .  
Enrollment code for this Plan : 
1 0 1  High Option Self Only 
102 High Option Self and Family 
104 Standard Option Self Only 
1 05 Standard Option Self and Family 
Authorized for distr ibut ion by the : 
Visit the OPM website at http ://www.opm.gov/insure 
and 
our website at http ://www.fepblue.org 
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Blue Cross and Blue Shield Service Benefit Plan, 2000 
Introduction 
Blue Cross® and Blue Shield® Service Benefit Plan 
This brochure describes the benefits you can receive from the B lue Cross and Blue Shie ld Serv ice Benefit Plan under its contract (CS 
I 039) with the Office of Personnel  Management (OPM), as authorized by the Federal Employees Health Benefits (FEHB) law. Th is 
Plan is underwritten by Partic ipat ing Blue Cross and Blue Shie ld Plans which admin ister th i s  P lan on behalf of the Blue Cross and Blue 
Shield Association and are referred to as Local P lans in  th is brochure . 
This brochure is the official statement of benefits on which you can re ly .  A person enro l led in this P lan is entit led to the benefits 
described in this brochure. If you are enro l led for Self and Fami ly coverage, each e l ig ib le fam i ly member is also entitled to these 
benefits. Noth ing anyone says can modify or otherw ise affect the benefits, l im itat ions, and exclusions of this brochure. 
Because OPM negotiates benefits and premiums annual ly they change each year. Th i s  brochure describes the only benefits avai lable to 
you under th is Plan in 2000 .  Benefit changes are effective January I ,  2000, and are shown on pages 4-5 . You do not have a right to 
benefits that were avai lable before January I ,  2000 un less those benefits are also conta ined in this brochure . Premiums are l i sted at the 
end of th is brochure . 
Plain language 
The President and V ice Pres ident are making the Government ' s  commun ication more respons ive, accessible, and understandab le t o  the 
publ ic by requiring agencies to use pla in language . Health plan representatives and Office of Personnel Management staff have worked 
cooperatively to make portions of th is brochure c learer. In it you w i l l  find common, everyd_ay words, except for necessary techn ical 
terms;  "you" and other personal pronouns ;  active voice; and short sentences. 
We refer to the Blue Cross and B lue Shield Serv ice Benefit Plan as "th is Plan" throughout th is brochure even though in other legal 
documents, you w i l l  see a p lan referred to as a carrier. 
Sections one, two, four, and ten are now in  pla in language, as wel l  as portions of sections three and e ight. We w i l l  rewrite the 
remaining sections of th is brochure, inc luding the benefit section, for year 200 I .  Please note that the format and organ ization of this 
brochure have changed as wel l .  
These changes d o  not affect the benefits o r  services w e  provide. W e  have rewritten th is  brochure only t o  make i t  more understandab le .  
How to use this brochure 
This brochure has ten sect ions .  Each section has important information you should read. I f  you want to compare this P lan ' s  benefits 
with benefits from other FEHB plans, you w i l l  find that the brochures have the same format and s imi lar information to make 
comparisons easier. 
1 .  Fee-for-Service Plans (FFS). This Plan is a FFS Plan. Tum to this section for a brief description of Fee-for-Service Plans and how 
they work . 
2 .  How w e  change fo r  2000 .  I f  you are a current member and want to see how w e  have changed, read th is  section . 
3 .  How to get benefits. Make sure you read th is  section ; it te l l s  you how to get benefits and how w e  operate. 
4 .  What if we deny your c l a im or request for  pre-authorizat ion? This section tel ls you what to  do  if you disagree w ith our decision 
not to pay for your c la im or to deny your request for a serv ice. 
5 .  Benefits. Look here t o  see the benefits w e  w i l l  provide as wel l  as specific exclusions and l imitat ions .  You wi l l  also find 
information about non-FEHB benefits . 
6 .  How to fi le  a c laim . Look here to find specific information on how to fi le  c la ims with us .  
7 .  General exc lus ions - Things we don ' t  cover. Look here to see benefits that we wi l l  not provide. 
8 .  Lim itations - Rules that affect your benefits. This section describes l im its that can affect your benefits. 
9. Fee-for-Service Facts. Thi s  section contains information about precertification, protection against catastrophic expenses, and a 
definitions section .  
I 0 .  FEHB Facts . Read this for information about the Federal Employees Health Benefits (FEHB) Program . 
3 
Blue Cross and Blue Shield Service Benefit Plan, 2000 
Section 1 .  Fee-for-Service Plans 
Fee-for-Service p lans  re imburse you o r  your provider fo r  covered serv ices. They d o  not typical ly provide o r  arrange fo r  health care. 
Fee-for-Service p lans  let you choose your own physic ians, hospitals, and other health care providers. 
The FFS p lan re imburses you for your health care expenses, usually on a percentage basis .  These percentages, as wel l  as deductibles, 
methods for app lying deductibles to fam i l ies, and the percentage of coinsurance you must pay vary by plan.  The type and extent of 
covered serv ices vary by p lan . There is a deta i led explanation of the benefits we offer in this brochure ; you shou ld read it careful ly .  
Th is FFS p lan offers a Preferred provider organ ization (PPO) arrangement. Th i s  arrangement with health care providers g ives you 
enhanced benefits or l im its your out-of-pocket expenses. 
Section 2 .  How we change for 2000 
Program-wide 
changes 
Changes to this Plan 
4 
To keep your prem ium as low as possib le OPM has set a m in imum copayment of $ 1 0  for a l l  
primary care office v is its .  
Th is year, you have a right to more i nformation about th i s  Plan, care management, our networks, 
faci l it ies, and providers. 
If you have a chronic or disabl ing condition or are in the second or thi rd trimester of pregnancy, and 
your provider is leaving our PPO network at our request without cause, we w i l l  notify you . You 
may continue to rece ive our PPO level benefits for your specia l ist ' s  serv ices for up to 90 days after 
you receive notice. We w i l l  provide regular non-PPO benefits for the special ist ' s  serv ices after the 
90-day period expires. 
You may rev iew and obtain copies of your medical records on request. If you want copies of your 
medical records, ask your health care provider for them . You may ask that a physician amend a 
record that is not accurate, not relevant, or incomplete . If the physic ian does not amend your 
record, you may add a brief statement to it .  If  they do not provide you your records, call us and we 
w i l l  ass ist you . 
I f  you are over age 50 ,  a l l  FEHB p lans cover a screen ing s igmoidoscopy every five years. Th is 
screen ing i s  for colorectal cancer. 
Your share of the High Option B lue Cross and Blue Shield Service Benefit Plan premium will 
increase by 4.3% for Self Only or 3 .6% for Self and Family. 
Your share of the Standard Option Blue Cross and B lue Shield Service Benefit Plan premium will 
increase by 8 .0% for Self Only or 7 .2% for Self and Family. 
We have e l im inated the $50 prescription drug deductible app l icable to drugs obtained from reta i l  
pharmacies under both options. 
We no  longer waive the copayment for prescription drugs obtained through the mai l  for members 
w ith Medicare Part B as primary payer. Under High Option, a l l  members now pay $8 for generic 
and $ 1 4  for brand-name prescription drugs and suppl ies obtained through the Mail Service 
Prescription Drug Program. Under Standard Option, al l  members now pay $ 1 2  for generic and 
$20 for brand-name prescription drugs and supplies obtained through the mai l .  See pages 34-3 5 .  
Under High Option, w e  no longer waive o r  reduce the coinsurance for prescription drugs obtained 
from a retail pharmacy for members with Medicare Part B as a primary payer, and all members 
will pay 1 5% PPA at Preferred retail pharmacies and 35% AWP at Non-preferred retail pharmacies. 
Previously, when Medicare Part B was the primary payer, the 1 5% PPA coinsurance at Preferred 
pharmacies was waived and the 35% AWP coinsurance at Non-preferred pharmacies was reducea 
to 1 5% AWP. See pages 34-35 .  
Under Standard Option, you now pay 25% PPA at Preferred retail pharmacies and 45% AWP at 
Non-preferred retail pharmacies. Previously, coinsurance was 20% PPA at Preferred retail 
pharmacies and 40% AWP at Non-preferred retail pharmacies. See pages 34-35 
Under Standard Option, we no longer waive or reduce the coinsurance for prescription drugs 
obtained from a retail pharmacy for members with Medicare Part B as primary payer who are 
confined to a nursing home. Previously, the 20% PPA coinsurance at Preferred retail pharmacies 
was waived and the 40% AWP coinsurance at Non-preferred retail pharmacies was reduced to 20% 
AWP. See pages 34-35 .  
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Blue Cross and Blue Sh ield Service Benefit Plan, 2000 
Under Standard Option, you now pay I 0% PPA, after the $200 calendar year deduct ib le ,  for covered professional serv ices rendered by Preferred prov iders. (Obstetrical care rendered by Preferred providers w i l l  continue to be paid in ful l . )  Previously, your coinsurance was 5% PPA for these services .  See pages 1 6, 1 7 , and 27 .  
You now pay nothing after the associated office visit copayment for diagnostic and screening sigmoidoscopies when rendered by Preferred facilities or Preferred professionals on an outpatient basis. When rendered by Non-preferred facilities or Non-preferred professionals, benefits will be provided under Other Medical Benefits for one screening sigmoidoscopy every five years at age 50 or over (the visit charge associated with these screening sigmoidoscopies is not covered) and for all medically necessary diagnostic sigmoidoscopies .  See pages 26, 28,  and 3 1 .  
Coverage is now avai lable fo r  certai n  organ/t issue transplant procedures for chronic lymphocyt ic  leukem ia and indolent or non-advanced smal l ce l l  lymphocytic lymphoma only when performed as part of a c l in ical tria l .  See pages 1 8  �nd 1 9 . 
Under this Plan ' s  Standard Option Point-of-Service (POS) program, you now pay $ 1 0  for home, office, and c l in ic  vis i ts .  Thi s  includes the copayments for home v is its during covered home health care by nurses or home health aides, as well as outpatient physical, occupational and speech therapy.  Previously, your copayment was $5  for these services .  See the POS addendum for your serv ice area for deta i ls .  
Under th i s  Plan ' s  Standard Option Point-of-Service (POS) program, you now pay a $5  generic or a $ 1 5  brand-name copayment for prescription drugs and supplies when you use a POS retai l  pharmacy . You  now pay a $ 1 2  generic o r  a $20  brand-name copayment for  each prescript ion drug or refi l l  when you use the mai l  serv ice pharmacy . Previously, your copayments were $5 per generic and $ 1 0  per brand-name prescription obtained from a POS retai l  pharmacy, and $ 12 per prescription obtained through the mai l .  See the POS addendum for your serv ice area for deta i l s .  
Mai l  Service Prescription Drug Program copayments are now inc luded under the Catastrophic Protection Benefit as out-of-pocket expenses. See page 49. 
Coverage is  now avai lable for diabetic educat ion .  See page 29. 
Coverage is  now available for immunizations for Lyme disease and Hepatiti s .  See pages 26,  2 8  and 3 1 .  
Coverage is now availab le for cardiac rehabi l itation services through case management under the flexible benefits option . See pages 6 and 4 1 .  
See pages 1 0  and 1 1  for addit ional information concerning Local Plans that do not have Partic ipating providers or Member hospitals. 
The benefit descriptions on pages 1 5 -3 5 now indicate what you pay. 
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FEHB plans are expected to manage their costs prudently. A l l  FEHB plans have cost containment 
measures in p lace .  All fee-for-serv ice p lans inc lude two specific provis ions in their benefits 
packages :  precert ification of inpatient adm issions and the flexible benefits option . Some include 
managed care options, such as PPO's ,  to he lp contain costs. 
As a result of your cooperat ive efforts, the FEHB Program has been able to contro l prem ium costs . 
P lease keep up the good work and continue to help keep costs down .  
Precertification evaluates the medical necessity of proposed admissions and the  number of days 
requ ired to treat your condit ion. You are responsib le for ensuring that the precertification 
requirement is met (except for routine maternity adm issions) .  You or your doctor must check w ith 
your Local Plan before being adm itted to the hospita l .  If that doesn ' t  happen, your Plan w i l l  reduce 
benefits by $500. Be a responsib le consumer. Be aware of your P lan ' s  cost containment 
prov is ions .  You can avoid penalt ies and he lp keep premiums under contro l by fol lowing the 
procedures spec ified on pages 47-48 of this brochure .  
Under the flex ible benefits option, the  Local P lan has  the  authority to  determ ine the most effective 
way to provide services . The Local Plan may identify medical ly appropriate alternatives to 
tradit ional care and coordinate the prov is ion of Plan benefits as a less costly a lternative benefit. 
A lternative benefits are subject to ongoing review. The Local Plan may decide to resume regu lar 
contract benefits at its sole discret ion .  Approval of an a lternative benefit is not a guarantee of any 
future alternative benefits. The decision to offer an alternative benefit is solely the Local Plan ' s  and 
m ay be withdrawn at any time. I t  is not subject to OPM review under the disputed c laims process. 
Th is Plan has estab l ished Preferred provider organ ization (PPO) arrangements. You can receive 
covered services from PPO providers at a reduced cost . Be sure to look to see if there are PPO cost 
savings when you review the benefits described in this brochure . The Local P lan ( or for 
pharmacies, PCS Health Systems, lnc.) is sole ly respons ib le for the selection of PPO providers and 
any questions regarding PPO providers should be directed to the Local P lan ( or for pharmac ies, 
PCS Health Systems, Inc . )  (see pages I 0 ,  1 1 , and 54 for more information) .  Cal l your Local P lan to 
obtain the names of PPO providers and to verify continued partic ipation as a PPO provider. 
PPO benefits apply on ly when you use a PPO prov ider. Prov ider networks may be more extens ive 
in  some areas than others . The avai lab i l ity of every specialty in al l areas cannot be guaranteed. I f  
no  PPO provider i s  avai lable, o r  you do  not use a PPO provider, the standard non-PPO benefits 
apply .  
Th i s  P lan offers a Point-of-Service (POS) program under Standard Option i n  the  fol lowing Local 
P lan areas : Connecticut, Georgia, Kansas, Louisiana (New Orleans area), Massachusetts , 
Minnesota, New Jersey, New York (areas served by the Empire P lan), North Dakota (Fargo area), 
Ohio (Cincinnat i  area), and Oklahoma. The POS program provides a h igher level of benefits when 
services are provided or referred by a primary care physician selected by the member, whi le 
providing Standard Option non-Preferred benefits for serv ices received w ithout a referral .  An 
addendum and a POS selection form are avai lable from the  Local P lans  in the areas noted above 
that out l ine service areas, benefit level s ,  and special requ irements of the POS program . 
You must share the cost of some services .  These cost sharing measures include deductib les, 
coinsurance and copayments . These and other measures are described i n  more deta i l  below. 
A deductible is  the amount of expense you must incur for covered serv ices and suppl ies before the 
P l an starts paying benefits for the expense involved. A deduct ib le is not reimbursable by the Plan 
and benefits paid by the Plan do not count toward a deductib le .  When a benefit is subject to a 
deductible ,  only expenses al lowable under that benefit count toward the deduct ib le .  
Calendar 
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The calendar year deduct ib le i s  the amount of expenses you must incur for covered services and 
supp l ies each calendar year before the Plan pays certai n  benefits. The calendar year deductible i s  
$ 1 50 per  person under High Option and $200 per person under Standard Option .  The calendar 
year deduct ib le app l ies to all covered serv ices and supp l ies except for certain I npat ient Hospital 
Benefits, Fac i l ity Benefits-Outpatient Surgery, Addit ional Benefits, Prescription Drug Benefits, 
Standard Option Dental Benefits, or, under High Option, Surgical Benefits and Matern i ty 
Benefits. 
If the B i l led charge for services you receive is less than the remain ing port ion of your deductible, 
you pay the B i l led charge. If the B i l led charge i s  more than the remain ing port ion of your 
deduct ib le ,  you pay the remain ing portion, and you and the Plan pay the stated percentage of the 
amount of the Covered charge remain ing, if any (see the d i scussion of coinsurance below). 
If you change options in  th i s  Plan during the calendar year, the amount of covered expenses already 
app l ied toward the deductible of your old option w i l l  be credited to the deduct ible of your new 
option . 
The per adm ission deduct ib le is the amount of covered hosp ital room and board expenses you must 
incur during each Non-preferred hospital adm ission before the P lan pays benefits . The per 
admission deductible i s  $ 1 00 under High Option and $250 under Standard Option .  
There i s  a separate calendar year deduct ib le of $ 1 50 per  person under High Option and $200 per 
person under Standard Option. Under a fam i ly  enro l lment, the deduct ib le i s  considered satisfied 
and benefits are payable for al l  fam i ly members when the comb ined covered expenses appl ied to the 
calendar year deductib le for fami ly members reach $300 under High Option and $400 under 
Standard Option. 
Coinsurance i s  the stated percentage of Covered charges you must pay after you have met any 
app l icable deduct ib les .  The Plan w i l l  base this percentage on e ither the B i l led charge or the 
A l lowable charge, whichever is less. For instance, when under Standard Option this Plan pays 
75% of the A l lowab le charge (see Definit ions) for a covered serv ice, you are respons ib le for the 
coinsurance, which is 25% of the A l lowab le charge . In addit ion, you w i l l  be respons ib le for any 
excess charge over the Plan ' s  Al lowab le  charge when you use a Non-partic ipat ing physic ian or 
pharmacy. For example ,  i f  a Non-part ic ipat ing physic ian ordinari ly charges $ I 00 for a serv ice, but 
the Plan ' s  A l lowab le charge (N PA) i s  $65 (determ ined by using the greater of the Medicare 
partic ipating fee schedu le amount for the service ($65) or 80% of the Plan ' s  usual , customary and 
reasonable amount (80% of $80=$64)), the Plan w i l l  pay 75% of the A l lowab le charge (75% of 
$65=$48 .75) .  You must pay the 25% coinsurance of the A l lowab le charge ($ 1 6 .25) ,  p lus the 
difference between the B i l led charge and the A llowab le charge ($3 5) ,  for a total member 
respons ib i l ity of $5 1 . 25 .  
Remember, if you  use  Preferred or Part ic ipating physicians and pharmacies, your share of Covered 
charges (after meeting any deduct ib le) i s  l im ited to the stated coinsurance amounts based on the 
A llowable charge in most Local Plan areas (see pages 1 0  and I I for exceptions) . If you use Non­
partic ipat ing physicians or pharmacies, your out-of-pocket costs w i l l  be h igher, as shown in the 
example above. 
Your local Blue Cross and B lue Shie ld Plan negotiates payment arrangements with Preferred and 
Member hospitals and other faci l it ies, and w ith Preferred and Partic ipating physicians and other 
professional providers, that resu lt in overal l cost containment. The amounts these providers agree to 
accept as payment in  ful l  are general ly ,  but not always, lower than the B i l led charge (see Definitions 
for an explanation of Preferred and Member rates ,  Preferred and Partic ipating Provider A l lowances, 
and B il led charge under Covered charges) .  For services of these providers, your coinsurance w i l l  
be based on  the lesser of the B i l led charge o r  the negotiated amount that these providers have 
agreed to accept, including any savings the Local Plan realizes through discounts that are known 
and that can be accurately calculated at the time your c laim is processed. If you are age 65 or older 
and not enro l led in  Medicare, thi s  may not apply (see pages 46 and 47). If you use Non-member 
faci l it ies for inpatient care, the Plan w i l l  pay its percentage based on the B i l led charge or Average 
charge (see Definitions under Covered charges) . You w i l l  be responsible for the coinsurance 
calculated on the B il led charge or  Average charge and any excess charge over the Average charge . 
A copayment i s  the stated amount the Plan may require you to pay for a covered service, such as 
$ 1 2  per generic prescription by mai l  or $ 1 2  per office v is it charge at a Preferred physic ian .  For 
instance, when you v is it a Preferred physician for a covered service, after you pay the $ 1 2  
copayment, the Plan pays the remainder of the Preferred Provider A l lowance (PPA).  
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For outpatient faci l ity care and inpatient and outpatient mental conditions/substance abuse care in 
Preferred and Member hospitals, you are responsible for the least of the sum of the app l icable per 
day copayments, the B i l led charge, or the Preferred or Member rate, after you have met any 
appl icable deductibles .  For example ,  if  you receive four days of inpatient mental condition care at a 
Member hospital for which your copayments are $ 1 ,000 (4 x $250) ,  the B i l led charge is $900, and 
the Member rate is $800,  you w i l l  be responsible for the Member rate ($800) .  For Non-member 
fac i l it ies, you w i l l  be responsible for the lesser of the sum of your copayments or the B i l led charge. 
If a provider routinely waives (does not require you to pay) your share of the charge for serv ices 
rendered, the Plan is not obl igated to pay the fu l l  percentage of the amount of the provider ' s  original 
charge it would otherwise have paid. A provider or suppl ier who routinely waives coinsurance, 
copayments, or deductibles i s  misstating the actual  charge .  This practice may be in vio lation of the 
law .  The Plan wi l l  base its percentage on the fee actual ly charged .  For example, if the provider 
ordinarily charges $ 1 00 for a service but routinely waives the 25% coinsurance, the actual charge is 
$75 . The Plan w i l l  pay $56 .25 (75% of the actual charge of $75) .  
Under High and Standard Options, benefits are l imited to $ 1 00 per person per l i fetime for one 
smoking cessation treatment program (see page 30) .  
Under High  and Standard Options, inpat ient care for  treatment of  alcohol ism and drug abuse is  
l im ited to one treatment program (28-day maximum) per person per l ifet ime (see page 25) .  
When you change options with in  the Blue Cross and B lue Shie ld Service Benefit Plan ,  you and any 
covered fami ly members are entit led to new benefits subject to the deductibles , l im itations, 
exc lusions, and definit ions of the new option. Benefit amounts accrued under High Option or 
Standard Option are accumulated in a permanent record regard less of the number of enro l lment 
changes. 
You usual ly do not have to submit c la ims to us if you use Preferred providers. If you file a c laim, 
p lease send us a l l  of the documents for your c laim as soon as poss ib le .  You must submit claims by 
December 3 1  of the year after the year you rece ived the serv ice .  E ither OPM or we can extend th is  
deadl ine if you show that c ircumstances beyond your control prevented you from fi l ing on t ime.  
P lease see Section 6, How to file a c la im, for spec ific information you need to know before you file 
a c la im with us .  
In a Fee-for-Service plan ,  you may choose any covered fac i l ity or provider. 
Covered fac i l ity providers include: 
Preferred Facility - A facility that has an agreement with a local Blue Cross or Blue Shield Plan to 
accept the Plan's Preferred Rate for services to Plan members. Contact your Local Plan to find out 
if the facility you are interested in is a Preferred facility. 
Member Facility - A facility that has an agreement with a local Blue Cross or Blue Shield Plan to 
accept the Plan's Member Rate for services to Plan members . Contact your Local Plan to find out if 
the facility you are interested in is a member facility. 
Non-Member Faci l ity - A  faci lity that is not a Preferred or Member faci l ity . 
• Freestanding Ambulatory Facility- A freestanding faci lity which meets the fol low ing 
criteria :  
1 .  Your services are performed i n  an outpatient setting that is  not general ly  considered an office or 
c l in ic  for the private practice of a doctor or other professiona l ;  
2 .  The faci l ity contains permanent amenities and equipment primari ly for the purpose of 
perform ing medical ,  surgical and/or renal dialysis procedures; and 
3 .  . Your treatment wi l l  b e  provided b y  o r  under the supervis ion o f  doctors and/or nurses, and may 
include other anci l lary professional services performed at the faci l ity . 
Some examples of ambulatory faci l it ies include freestanding ambulatory medical faci lit ies, 
ambulatory surgical centers, freestand ing surgi-centers, and freestanding dialysis centers . In 
addition, we may, at  our d iscretion, recognize any other l ike faci l it ies as freestanding ambulatory 
faci lities .  
• Hospital - An institution, or d istinct part of an institution, that I )  for compensation from its 
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faci l it ies for surgical and medical d iagnoses, treatment, and care of injured and s ick persons by 
or under the supervis ion of a staff of l icensed doctors of medicine (M.D . )  or l icensed doctors of 
osteopathy (D .O . ) ;  2 )  continuously provides 24-hour-a-day professional registered nursing 
(R.N.)  services ;  and 3) is  not, other than inc idental ly ,  an extended care faci l ity ; a nursing home; 
a p lace for rest; an institution for exceptional ch i ldren, the aged, drug addicts, or alcohol ics ;  or 
a custodial or domic i l iary institution which has as its primary purpose the furnishing of food, 
she lter, train ing, or non-medical personal services .  
Col lege infirmaries are considered Non-member hospitals .  In add ition, we may, at our 
d i scretion, recognize any institut ion located outside the 50  states and the District of Columbia 
as a Non-member hospita l .  
• Qua lified Ski l led Nursing Facil ity-A faci l ity that: 
1 )  spec ial izes in ski l led care and meets Medicare ' s  spec ial qual ifying criteria, and 
2)  has the staff and equipment to provide ski l led nurs ing care performed by, or under the 
superv is ion of, l icensed nursing personne l ,  or ski l led rehabi l itation services such as physical 
therapy performed by, or under the superv i s ion of, a professional therap ist, and other related 
health services .  
The term qual ified ski l led nursing faci l ity does not include any institution that primar i ly  cares 
for and treats mental d iseases . 
• Cancer Research Facil ity-A faci l ity that i s :  1 )  a National Cooperative Cancer Study Group 
institution that is funded by the National Cancer In stitute (NCI)  and has been approved by a 
Cooperative Group as a bone marrow transp lant center; 2) an NCI-designated Cancer Center; 
or 3) an institution that has an NCI-funded, peer-reviewed grant to study al logeneic or 
autologous bone marrow transplants and b lood stem cel l  transp lant support. 
• Others as set forth with i n  the benefits descript ion .  
See Defin itions for an explanation of Preferred rate, Member rate, Non-member rate, Average 
charge ,  and B i l led charge under Covered charges .  
Covered professional providers include : 
• Physician-Doctors of medicine (M.D.) ,  osteopathy (D.O.) ,  dental surgery (D .D.S . ) ,  medical 
dentistry (D.M.D.) ,  podiatric medicine (D .P .M.) ,  and optometry (O.D.) , when acting w ithin the 
scope of the ir  l icenses, are considered physic ians .  
• Attending P hysician-The physician who has respons ib i l ity for the care and treatment of the 
member on an inpatient bas is .  A consu lt ing physic ian who is an employee of the hospital in 
which the member is a_n inpatient is  not the attending physician. 
The fol lowing are considered covered providers when they perform covered services within the 
scope of the ir  l icense or certificat ion:  
• Independent Laboratory-A laboratory that is l icensed under State law or, where no  l icensing 
requirement exists, i s  approved by the Local Plan. 
• Qualified Cl in ical Psychologist-A psychologist who I )  is l icensed or cert ified in the state 
where the serv ices are performed, 2) has a doctoral degree in psychology or an al l ied degree if, 
in the individual  state, the academic l icensing/certification requirement for c l inical psychologist 
is met by an a l l ied degree, or meets the requirements of the Carrier, and 3 )  has met the c l in ical 
psychological experience requ irements of the indiv idual State L icensing Board . 
• Nurse Midwife-A person who is certified by the American College of Nurse M idw ives or i s  
l icensed or certified as  a nurse m idwife i n  states requiring l icensure or certification. 
• Nurse P ractitioner/Cl in ical Specialist-A person who 1 )  has an active R.N. l icense in the 
United States, 2 )  has a baccalaureate or h igher degree in  nursing, and 3) i s  l icensed or certified 
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• Clin ical Social Worker-A social worker who I )  has a master' s  or doctoral degree in social 
work, 2) has at least two years of c l in ical soc ia l  work pract ice, and 3 )  in states requ iring 
l icensure, certification, or registrat ion, is l icensed, certified, or registered as a social worker 
where the services are rendered .  
• Nursing School Admin istered Cl in ic-A c l in ic that is 1 )  l icensed or certified in the state 
where the services are performed, and 2) prov ides ambulatory care in an outpatient sett ing­
primari ly in rural or inner-c ity areas where there is a shortage of physicians. Services b i l led for 
by these c l in ics are considered outpatient "office" serv ices rather than fac i l ity charges .  
• Others as set forth with i n  the benefits descript ion .  
With in States designated as med ical ly underserved areas, any l icensed medical practitioner wi l l  be 
treated as a covered provider for any covered serv ices performed with in  the scope of that l icense. 
For 2000, the States designated as medical ly underserved are : A labama, I daho, Kentucky, 
Louis iana, M ississ ippi ,  M issouri , New Mexico, North Dakota, South Caro l ina, South Dakota, Utah, 
and Wyoming. 
There are four types of A l l owable charges :  the Preferred Prov ider A l lowance (PPA), which appl ies 
to charges from Preferred professional providers and phannac ies; the Partic ipating Prov ider 
A l lowance (PAR), wh ich app l ies to charges from Part ic ipating professional prov iders ;  the Non­
part ic ipating Provider A l lowance (NPA), which appl ies to charges from Non-partic ipating 
professional prov iders ; and the Average Wholesale Price (A WP), which appl ies to charges from 
Non-preferred phannacies .  (See Defin it ions for an explanation of A l lowab le charges under 
Covered charges, and Preferred, Pait ic ipating, and Non-part ic ipating physicians.) Most Preferred 
physicians accept 1 00% of the PPA as payment in fu l l  (see below for exceptions). In most cases, 
when you use a Preferred physician, you are responsib le for your coinsurance (after any appl icabl e  
deductible has  been met), and  are no t  responsible for any covered expense in excess of the PPA . 
Note : Prov iders who contract with more than one Local Plan may be Preferred in one area and 
Part ic ipating in a different area. To verify the status of a prov ider, contact the Local Plan serv ing 
the area where serv ices are rendered. 
Part ic ipating physicians usual ly accept 1 00% of  the Local P lan ' s  PAR as payment in full .  That 
means when you use a Partic ipat ing physician, you are usual ly only respons ib le for your 
coinsurance for covered serv ices (after any app l icable deduct ib le has been met), and are not 
responsib le for any covered expense i n  excess of the PAR. l n  some Plan areas, physicians who 
were formerly Partic ipat ing physicians are now Preferred physic ians for the purposes of this Plan. 
In the fol lowing areas, there are Preferred physicians but no Part ic ipating physic ians for the 
purposes of e ither option of th is P lan :  
A labama 
A laska 
Cal ifornia B lue  
Shie ld 
Connecticut 






New York areas served by 
the Empire and Rochester 
P lans 
Puerto Rico 




Non-part ic ipating physicians, on the other hand,  may, but are not required to ,  accept the Local 
P lan ' s  NPA as payment i n  fu l l .  These physicians may b i l l  you up to their charge, even after the 
Local P lan has paid its port ion of your b i l l .  Members may be held responsib le for any amounts over 
the NPA, in  addition to appl icable  coinsurance amounts, copayment amounts, amounts appl ied to 
the calendar year deduct ib le ,  and noncovered services . It is important that you are aware that 
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In  the fol lowing areas, there are Preferred hospitals but no Member hospitals for the purposes of 
e ither option of th i s  Plan : 
A labama 
Connecticut 








New York areas served by 
the Buffalo, Empire, 
Rochester and 
Utica/Watertown Plans 
Pennsy lvania areas 
served by the 
Harrisburg P lan 
Rhode I s land 
Vermont 
Wyoming 
In a l l  Local P lan areas other than those described below, Preferred phys icians wil l  accept I 00% 
PPA as payment in  full and Partic ipating physicians w i l l  accept 1 00% PAR as payment in fu l l  for 
covered serv ices. As a resu lt, you are only responsib le for appl icable coinsurance amounts, 
copayment amounts, amounts appl ied to the caJendar year deductible ,  and noncovered serv ices. 
Any balance above the appl icable Al lowab le charge (PPA or PAR) b i l led by a Preferred or 
Partic ipating physician under e ither High Option or Standard Option shou ld  be brought to the 
attention of the Local P lan .  
• I n  Arizona, if there is secondary coverage not admin istered by this Plan, or other source of 
payment, Preferred and Partic ipating physicians are not obl igated to accept the PPA or PAR as 
payment in ful l .  
• I n  Puerto Rico, Preferred physicians can co l lect the d ifference between the Plan ' s  payment and 
the physic ian ' s  charge . 
• I n  Montana, Preferred and Partic ipating physicians can col lect the d ifference between the 
Plan ' s  payment and the physic ian ' s  charge .  
• In  Pennsylvania and Utah, the agreement described above app l ies on ly when the Local Plan 
makes a payment as the secondary payer to other coverage (see pages 45-47) .  
• I n  the fol low ing areas, Preferred and Part ic ipat ing physic ians can co l lect the d ifference between 
the Plan ' s  payment and the physic ian ' s  charge except when this P lan pays secondary to other 
B lue Cross and B lue Shie ld coverage : 
New York areas served 
by the Rochester* Plan 
Rhode I s land 
South Caro l ina 
Vermont 
West V irgi n ia* 
*The above agreement app l ies on ly when the primary coverage is adm in istered 
by the same Local Plan . 
The Washington, DC Plan processes overseas c laims (see page 40 for instructions on submitt ing 
overseas claims) at Preferred levels based on an Overseas Fee Schedule .  You are responsible for 
the difference between the Plan ' s  payment and the provider ' s  charge .  
First, cal l  our customer service department at  the te lephone number l i sted on the back of your 
Service Benefit P lan identification card. If you are new to the FEHB Program, we w i l l  re imburse 
your covered expenses. If you are currently in the FEHB Program and are switch ing to us, your 
former p lan will pay for the hospital stay u nti l :  
• You are d ischarged,  not merely moved to an alternative care center; or 
• You exhaust the benefits avai lable from your former p lan ; or 
• The 92nd day after you became a member of th is  P lan ;  whichever happens  first . 
These provis ions only apply to the person who is hospital ized. 
1 1  
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Please contact us  if  you bel ieve your condition i s  chron ic or d isabl ing .  If it is, you may be able to 
continue seeing your provider for up to 90 days after you receive notice that we are term inating our 
contract w ith the prov ider (un less the term ination is for cause) . If you are in  the second or th ird 
trimester of pregnancy, you may continue to see your OB/GYN unt i l  the end of your postpartum 
care. 
You may also be able to cont inue seeing your prov ider if your p lan drops out of the FEHB Program 
and you enro l l  in a new FEHB plan .  Contact the new p lan and explain that you have a serious or 
chronic condit ion, or are in the second or th ird trimester. Your new p lan w i l l  pay for or provide 
your care for up to 90 days after you receive notice that your prior p lan is  leaving the FEHB 
Program . lf you are i n  your second or th ird trimester, your new plan w i ll pay for the OB/GYN care 
you receive from your current prov ider unti l the end of your postpartum care . 
I f  you continue see ing your special ist or 08/GYN under these condit ions, your cost w i l l  be no more 
than you would normal ly pay for the services covered. 
Each Local P lan has a Medical Review department that makes these determ inations after consult ing 
w ith internal or external experts or nat ional ly-recogn ized guide l ines i n  a particu lar field or specialty .  
For  more detai led information, contact your  Local P lan a t  the  telephone number located on the back 
of your identification card. 
A drug, device, or b io log ical product is experimental or investigational if the drug, device, or 
b io logical product cannot be lawful ly  marketed without approval of the U . S .  Food and Drug 
Admini strat ion (FDA) and approval for marketing has not been given at the time it is furn ished. 
Approval means a l l  forms of acceptance by the FDA. 
A med ical treatment or procedure, or a drug, dev ice, or b io logical product is  experimental or 
i nvestigational if 1 )  re l iable evidence shows that it i s  the subject of ongoing phase I, Il , or I I I  
c l i n ical tria ls o r  under study to determine its maximum tolerated dose, its tox ic ity, its safety, its 
efficacy, or its efficacy as compared w ith the standard means of treatment or d iagnosis ;  or 
2) re l iable evidence shows that the consensus of opin ion among experts regarding the drug, device, 
or b iological product or medical treatment or procedure is that further studies or c l in ical trials are 
necessary to determine its max imum tolerated dose, its toxic ity, its safety, its efficacy, or its efficacy 
as compared w ith the standard means of treatment or d iagnos is .  
Rel iable evidence shall mean only pub l ished reports and artic les in the authoritat ive medical and 
scient ific l i terature ; the written protocol or protocols used by the treat ing faci l ity or the protoco l(s) 
of another fac i l ity studying substant ia l ly the same drug, device, or b io logical product or medical 
treatment or procedure ; or the written informed consent used by the treating faci l ity or by another 
faci l ity studying substantia l ly the same drug, device, or medical treatment or procedure .  
Section 4. What if we deny your claim or request for 
pre-authorization?  
What should I do 
before filing a 
disputed claim? 
1 2  
Before you ask u s  to reconsider your claim, you shoul d  first check w ith your provider o r  faci l i ty to 
be sure that the c laim was fi led correctly .  For instance, d id the provider use the correct procedure 
code for the services performed (surgery, laboratory test, X-ray, office v is it, etc . )? Have your 
prov ider ind icate any compl icat ions of any surgical procedures performed. Your provider should  
a l so  include copies of an operative or procedure report, or other documentation that supports your 
c laim. 
lf we deny your request for pre-authorizat ion or won ' t  pay your claim, you may ask us to reconsider 
our dec is ion .  Your request must: 
1 .  Be in  writing;  
2 .  Refer t o  specific brochure word ing i n  expla in ing why you bel ieve our decision i s  wrong; and 
3 .  B e  made w ithin s ix months from the date of our in it ia l  denial or refusal . We may extend th is  
t ime l im it if  you show that you were unable to make a t imely request due to reasons beyond 
your contro l .  
We have 3 0  days from the date we rece ive your reconsideration request to: 
1 .  Maintain our denial in writing; 
2. Pay the c laim ; 
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What i f l  h� 
serious or  I i  
threatening 
and you ha, 
responded t 
request for J 
authorizatio 
What if you 
denied my c 
care and ID} 
is serious or 
threatening' 
Are there ot 
l imits? 
What do I st: 
OPM? 
Who can ma 
request? 
1 may be able to 
·e term inating our 
�cond or third 
mr postpartum 
1e FEHB Program 
1ve a serious or 
for or prov ide 
the FEHB 
the 08/GYN care 
)St wi l l  be no more 
ns after consulting 
1r field or spec ialty .  
ocated on the back 
s, device, or 
d and Drug 
it is furn ished. 
�rimental or 
;e I ,  II, or I I I  
,, its safety, its 
gnos is ;  or 
1g the drug, device, 
c l in ical trials are 
cacy, or its efficacy 
ive medical and 
or the protocol(s) 
,duct or med ical 
l ity or by another 
cedure .  
)Vider or faci lity to 
correct procedure 
)? Have your 
1r provider should 
that supports your 
ask us to reconsider 
;ion is wrong; and 
'e may extend th is 
) reasons beyond 
When may I ask OPM 
to review a denial? 
What if I have a 
serious or life­
threatening condition 
and you haven 't  
responded to my 
request for pre­
authorization?  
What i f  you have 
denied my claim for 
care and my condition 
is serious or life­
threatening? 
Are there other time 
limits? 
What do I send to 
OPM? 
Who can make the 
request? 
Blue Cross and Blue Sh ield Serv ice Benefit Plan, 2000 
3 .  Approve your request for pre-authorization; or 
4 .  Ask  for  more information . 
I f  we ask your medical provider for more information , we wi l l  send you a copy of our request. We 
must make a dec is ion w ith in 30  days after we rece ive the additional information .  l f we do not 
receive the requested i nformation with in 60 days, we wi l l  make our decision based on the 
information we already have . 
You may ask OPM to rev iew the den ial after you ask us to reconsider our in itial denial or refusal .  
OPM wil l  determine if we correctly appl ied the terms of our contract when we denied your claim or 
request for service .  
Cal l  us at the telephone number located on the back of your identification card and we wi l l  exped ite 
our rev iew. 
I f we exped ite your review due to a serious medical cond ition and deny your claim, we wi l l  inform 
OPM so that they can give your claim expedited treatment, too. A lternatively, you can cal l  OPM ' s  
health benefits Contracts Divis ion I at (202) 606-0727 between 8 a .m .  and  5 p .m .  Serious o r  l ife­
threaten ing condit ions are ones that may cause permanent loss of bodi ly functions or death if they 
are not treated as soon as poss ible .  
You must write to OPM and ask them to review our dec is ion within 90 days after we upho ld our 
in itial denial or refusal .  You may also ask OPM to rev iew your claim if: 
1 .  We do not answer your request w ith in 3 0  days. fn th is case, OPM must receive your request 
with i n  1 20 days of the date you asked us to recons ider your c laim . 
2 .  You provided u s  w ith additional information w e  asked for, and w e  d id not answer w ith in 3 0  
days .  f n  this case, OPM must receive your request with in  1 20 days o f  the date w e  asked you 
for additional information. 
Your request must be complete, or OPM wil l return it to you . You must send the fol lowing 
information :  
I .  A statement about why you bel ieve our decision is wrong, based on specific benefit provis ions 
in  th i s  brochure ; 
2 .  Copies of documents that support your claim, such a s  physic ians '  letters, operative reports, 
b i l l s ,  medical records, and explanation of benefits (EOB) forms;  
3 .  Copies o f  a l l  letters you sent u s  about the claim ; 
4 .  Copies of  a l l  letters we  sent you about the claim ; and 
5 .  Your daytime phone number and the best t ime to cal l .  
I f  you want OPM to review different claims, you must c learly identify which documents apply to 
which cla im . 
Those who have a legal right to file a d isputed claim with OPM are : 
I .  Anyone enrol led i n  the Plan; 
2 . The estate of a person once enrol led in the Plan ; and 
3 .  Medical providers, legal counsel , and other interested parties who are acting as the enro l led 
person ' s  representative. They must send a copy of the person ' s  specific written consent w ith 
the review request. 
1 3  
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Send your request for review to: Office of Personnel Management, Office of I nsurance Programs, 
Contracts Div is ion I , P.O. Box 436, Washington ,  D .C .  20044 . 
OPM ' s  decis ion is final .  There are no other adm in istrat ive appeals .  If OPM agrees w ith our 
decis ion,  your only recourse is to sue. 
If  you decide to sue, you must file the su it against OPM in Federal court by December 3 1  of the 
third year after the year i n  which you received the d isputed services or supplies. 
Federal law governs your lawsu it, benefits, and payment of benefits . The Federal court w i l l  base its 
rev iew on the record that was before OPM when OPM made its decis ion on your c laim . You may 
recover on ly the amount of benefits in d ispute. 
You ( or a person acting on your behalf) may not sue to recover benefits on a c laim for treatment, 
services, suppl ies ,  or drugs covered by us unt i l  you have completed the OPM review procedure 
described above . 
Chapter 89 of tit le 5 ,  Un ited States Code al lows OPM to use the information it col lects from you 
and u s  to determine if our denial of your c laim is  correct. The information OPM col lects during the 
review process becomes a permanent part of your disputed claims fi le, and is subj ect to the 
provis ions of the Freedom of I nformation Act and the Privacy Act. OPM may disclose th is  
informat ion to support the d isputed claim dec is ion. I f  you fi le a lawsuit, th is  information w i l l  
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Section 5. Benefits 
Inpatient Hospital Benefits 
What is covered 
Precertification 
Waiver 
Room and board 
and 
Other charges 




The Plan provides coverage for inpatient hospital serv ices as shown below. 
The medical necess ity of your hospital admission must be precertified for you to receive full Plan 
benefits . Emergency adm issions not precertified must be reported with in  two business days 
fo l lowing the day of admission even if you have been d ischarged .  Otherw ise, the benefits payable 
w i l l  be reduced by $500 .  See pages 47-48 for deta i l s .  
This precertification requirement does not  apply to persons whose primary coverage is Medicare 
Part A or another health insurance pol icy or when the hosp ital adm iss ion is outside the Un ited 
States .  For information on when Medicare is primary, see page 43 . 
The Plan provides coverage at the benefit levels indicated below for serv ices provided by the 
fo l lowing fac i l ities when furn ished and b i l led as regu lar inpatient hosp ital serv ices: 





You pay nothing for un l imited 
days 
After you pay a $ 1 00 per 
adm ission deduct ible ,  you pay 
nothing for unl imited days 
Standard Option 
You pay noth ing for un limited 
days 
After you pay a $250 per 
admission deductible, you pay 
nothing for un l im ited days 
Non-member 
hospitals 
In the United States and Puerto Rico, You pay a $ 1 00 per admission 
deductible under High Option; You pay a $250 per admission deductible 
under Standard Option .  
I n  addition, you pay 30% of the Non-member rate (see Definitions) 
and any remain ing balance after the Plan has made its payment. 
You pay nothing for fac i l ities outside of the Un ited States and Puerto 
Rico. 
Note: You shou ld be aware that some Preferred hospitals may have Non-preferred providers on 
staff. Fol lowing is a l ist of some of the frequently referred prov iders about whose Preferred status 
you should inquire to help ensure that you receive your maximum benefits : Radio logist, Pathologist, 
Anesthesio logist, and Assistant Surgeon. 
Covered services are noted below: 
• Semiprivate accommodations 
• I ntensive care units 
A private room is covered only when the pat ient ' s  isolat ion i s  required by law; when the Carrier 
determines that isolation is medical ly necessary to prevent contagion; or, in Preferred and Member 
hospitals, when the hospital only offers private rooms .  
In noncovered private accommodations and in  other noncovered accommodations, the  Plan pays the 
hospita l ' s  average daily rate for semiprivate accommodations, which i s  determ ined by the Local 
Plan. Other hospital services are paid as shown above. 
• Operating, recovery, and other treatment rooms 
• Drugs and medical suppl ies 
The non-PPO benefits are the standard benefits of this plan. PPO benefits apply on ly when you use a PPO provider. 
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• X-rays, Magnetic Resonance Imagings (MRis), laboratory and pathological services, and 
mach ine d iagnostic tests 
• Dress ings, spl ints, plaster casts 
• Anesthetics and anesthesia service 
• Admin istration of b lood and b lood p lasma; see page 29 for coverage of b lood and b lood 
products 
• Pre-adm ission testing recogn ized as part of the hospital adm issions procedures 
The Plan pays for room and board and other hospital serv ices for hospital ization in connection with 
dental procedures only when a nondental physical impairment exists that makes hospital ization 
necessary to safeguard the health of the patient. 
Chemotherapy and/or rad iation therapy when supported by al logeneic or autologous bone marrow 
transp lants or b lood stem ce l l  transplant support is only covered for specific diagnoses (see 
Organ/t issue transplants and donor expenses under Surgical Benefits on pages l 7-20). 
See pages 26-27 for outpatient hospital care benefits and outpatient surgery/fac i l ity care benefits. 
See pages 1 7-20 for surgical benefits when provided, or ordered, and b i l led by a phys ic ian . 
See Other Medical Benefits for coverage of b lood, drugs, and ambulance transport serv ices. 
The Plan provides coverage at the benefit levels indicated below for the fo l lowing nonsurgical 
services prov ided, or ordered, and b i l led by a physician : 
PPO/Preferred 
physicians 




physic ian s  
High Option 
You pay 5% PPA 
You pay 20% PAR 
You pay 20% NPA. You are 
also responsible for the 
difference between the P lan ' s  
payment and the physic ian ' s  
actual charge 
Standard Option 
After you pay the $200 calendar 
year deductible, you pay 10% 
PPA 
After you pay the $200 calendar 
year deduct ible, you pay 25% 
PAR 
After you pay the $200 calendar 
year deduct ib le ,  you pay 25% 
NPA. You are also responsible 
for the d ifference between the 
Plan ' s  payment and the 
physic ian ' s  actual charge 
See Definit ions for an explanation of: Preferred, Participating, and Non-part ic ipating physicians, 
and PPA, PAR, and NPA under Covered charges. 
• Medical care by the attending physic ian on days covered by Inpatient Hospital Benefits 
What is n 
covered 
Surgica) 
What is co 
• Intensive physician care by the attending physician for treatment of a condit ion other than that Surgical ser 
for which surgical or maternity care is required 
• Consultations when requested by the attending physician, not including routine radiological and 
staff consultations required by hospital rules and regulations 
• Concurrent  care (see Definitions) 
• Physical therapy when provided by a physician other than the attending physician 
1 6  
The non-PPO benefits are the standard benefits of this plan. PPO benefits apply only when you use a PPO provider. The non-PPO b When no PPO I When no  PPO provider is available, non-PPO benefits apply. 
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Blue Cross and Blue Sh ield Service Benefit Plan, 2000 
Room and board and inhospital physic ian care when, in the Carrier ' s  judgment, a hosp ital 
admission or portion of an admission is one of the fo l lowing types :  
• Custodial care (see Defin itions) 
• Convalescent care or a rest cure 
• Domic i l i ary care provided because care in the home is not avai lable or is unsu itab le 
• Inpatient private duty nursing 
• Not medical ly necessary, i. e. , for serv ices that did not requ ire the acute hospital inpatient 
(overn ight) setting, but could have been provided in a physic ian ' s  office, the outpatient 
department of a hospital , or some other setting, without adverse ly affecting the patient ' s  
condit ion o r  the qual ity of  medical care rendered. Some examples are : 
-admissions for or cons isting primari ly of observation and/or evaluation that cou ld  have been 
provided safely and adequately in some other sett ing, e.g. , physic ian ' s  office 
-admissions primarily for diagnostic studies (X-rays, Magnetic Resonance Imagings (MRis), 
laboratory and pathological services, and machine diagnostic tests) that could have been 
provided safely and adequately in some other setting, e .g. ,  outpatient department of a hospital 
or physician's office 
If a hospital admission is  determ ined to be one of the types l i sted above, the Plan w i l l  pay benefits 
for services or supp l ies other than room and board and inhospital physic ian care at the level at 
which they would have been covered if provided in some other sett ing .  
The Plan provides coverage at  the benefit leve l s  indicated be low, except as noted, for the fo l lowing 






part ic ipating 
physic ians 
High Option 
You pay 5% PPA 
You pay 20% PAR 
You pay 20% NPA. You are 
also responsib le for the 
d ifference between the Plan ' s  
payment and the physician ' s  
actual charge 
Standard Option 
After you pay the $200 calendar 
year deduct ib le ,  you pay I 0% 
PPA 
After you pay the $200 calendar 
year deductible , you pay 25% 
PAR 
After you pay the $200 calendar 
year deductib le, you pay 25% 
NPA. You are also responsib le 
for the d ifference between the 
P lan ' s  payment and the 
physician ' s  actua l  charge 
See Definit ions for an explanation of: Preferred, Participating, and Non-partic ipating physic ians, 
and PPA, PAR, and NPA under Covered charges. 
• Operative or cutting procedures, inc luding treatment of fractures and dis locations, surgical 
steri l ization, and normal pre- and post-operative care by the operating physician 
• D iagnostic procedures such as endoscopies and b iopsies 
• Treatment of burns 
• Surgical correction of congenital anomalies (see Definit ions) 
The non-PPO benefits a re the standard benefits of this plan. PPO benefits apply only when you use a PPO provider. 
When no PPO provider is ava i lable, non-PPO benefits apply. 








transplants and donor 
expenses 
What is covered 
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• Extraction or re infusion of bone marrow, b lood stem cel ls ,  or cord b lood as a source of stem 
ce l l s  as part of an a l logeneic or auto logous bone marrow transplant or b lood stem ce l l  
transp lant support procedure, inc luding marrow harvesting in antic ipation of a covered 
autologous bone marrow transplant, for patients diagnosed at the time of harvesting w ith one of 
the condit ions l i sted on pages 1 8- 1 9 . The col lect ion, processing, storage and d istribution of 
cord b lood must be performed by a cord blood bank approved by the FDA. Expenses for 
storage of harvested bone marrow, b lood stem ce l l s ,  or cord b lood as a source of stem ce l ls are 
not covered, un less the covered transplant has al ready been schedu led 
• When unusual c ircumstances requ ire removal of casts or sutures by a physic ian other than the 
one who app l ied them, the Local Plan may determ ine that a separate al lowance is payable 
• Surgical correction of amblyopia and strab ismus 
When m u lt ip le or b i lateral surgical procedures that add t ime or complex ity to patient care are 
performed during the same operative sess ion, the Plan pays these mu ltip le ,  b i l ateral ,  or inc idental 
surgical ( combined) procedures on the bas is of the A l lowable charge that is determ ined by the Local 
P lan .  The P lan determ ines wh ich procedure is primary and which procedures are secondary, 
tertiary, etc . ,  and prov ides a reduced al lowance for the non-primary procedures. 
Surgical assistance by a physic ian if required by the complex ity of the surg ical procedure. 
Anesthesia serv ice ( inc luding acupuncture) when requested by the attending physic ian and 
performed by a cert ified registered nurse anesthetist (CRNA) or a physician, other than the 
operating physic ian or the ass istant, for covered surgical serv ices . CRNAs are re imbursed at the 
payment levels indicated above for Partic ipating and Non-part ic ipating physic ians .  
The fo l lowing human organ/tissue transp lant procedures :  
• A l logeneic bone marrow transplant and a l logeneic cord b lood stem ce l l  transplant (from re lated 
or unre lated donors) for 1 )  Advanced neuroblastoma; 2) I nfanti le mal ignant osteopetrosis ;  
3) Severe combined immunodeficiency; 4) Wiskott-A ldrich syndrome; 
5 )  Mucopolysaccharidosis (e.g. , Hunter, Hurler ' s ,  Sanfi l ippo, Maroteaux-Lamy variants) ; 
6) Muco l ip idosis (e. g. , Gaucher ' s  d isease, metachromatic leukodystrophy, 
adrenoleukodystrophy); 7)  Severe or very severe aplastic anem ia; 8)  Thalassemia major 
(homozygous beta-thalassem ia); and 9) Sickle ce l l  anem ia .  
• A l logeneic bone marrow transplant, a l logeneic cord b lood stem ce l l  transplant (from re lated or 
unre lated donors) and al logeneic peripheral b lood stem cel l  transplant for 1 )  Acute lymphocytic 
or non- lymphocytic ( i. e. , myelogenous) leukemia; 2) Advanced Hodgk in ' s  lymphoma; 
3) Advanced non-Hodgk in ' s  lymphoma; 4)  Chron ic myelogenous leukem ia; and 5) Advanced 
forms of mye lodysplastic syndromes. 
• Autologous bone marrow transplant and auto logous peripheral b lood stem cell transplant 
( co l lect ively referred to as autologous stem ce l l  support) for I )  Acute lymphocytic or 
non lymphocytic (i. e. , myelogenous) leukem ia; 2)  Advanced Hodgk in ' s  lymphoma; 
3) Advanced non-Hodgkin ' s  lymphoma; 4) Advanced neuroblastoma; 5 )  Test icular, 
Med iast inal ,  Retroperitoneal, and Ovarian genn cel l  tumors; and 6) Mult iple myeloma. 
• Al logeneic bone marrow transplant, syngeneic bone marrow transplant, and allogeneic 
peripheral b lood stem cell transplant for I )  Mult ip le myeloma; 2) Chronic lymphocytic 
leukemia;  and 3) early stage (indolent or non-advanced) smal l cel l  lymphocytic lymphoma; and 
autologous bone marrow transplant  and autologous peripheral b lood stem cell transplant 
( col lectively referred to as autologous stem cel l  support) for 1 )  Breast cancer; 2 )  Epithe l ial 
ovarian cancer; 3) Chronic myelogenous leukemia; 4) Chronic lymphocytic l eukemia;  and 5) 
early stage (indolent or non-advanced) smal l  cel l  lymphocytic lymphoma; only when 
performed as part of a c l in ical trial that meets the requirements noted in the L im itations below 
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Blue Cross and Blue Sh ield Service Benefit Plan, 2000 
In the event no non-randomized c l inical tr ials meeting the requirements set forth below are 
avai lable at Cancer Research Fac i l it ies for a member e l ig ib le for such c l inical trials ,  the Plan 
w i l l  make arrangements for the transplant to be provided at another Plan-designated transplant 
faci l ity . 
Related services or suppl ies provided to the recipient are covered, including chemotherapy and/or 
radiation therapy when supported by a l logeneic or auto logous bone marrow transplants or b lood 
stem ce l l  transp lant support, and drugs or medications adm in istered to stimulate or mobi l ize stem 
ce l l s  for the transplant procedures described above. 
• Single or double lung transplants for the fo l lowing end-stage pulmonary diseases :  
I )  Pulmonary fibros is, 2)  Primary pulmonary hypertension, and 3 )  Emphysema. 
Double lung transplant for end-stage cystic fibrosis .  
• Cornea • Heart • Heart- lung • Smal l  bowel 
• Kidney • L iver • Pancreas 
Related medical and hospital expenses of the donor are covered . 
• Prior approval by the Local P lan of the procedure and the fac i l ity is requ ired for bone marrow, 
cord b lood stem ce l l ,  and periphera l  b lood stem ce l l  transp lant support procedures, heart, heart­
lung, l iver, lung, pancreas, and smal l  bowel transplants (see page 48)  
• For the bone marrow transplant procedures and re lated services or suppl ies covered on ly 
through c l in ical  trial s :  
1 .  Prior approval by the Carrier is required (see page 48) ;  
2 .  The c l i n ical trial must be rev iewed and approved by  the Institutional Review Board of  the 
Ca�cer Research Fac i l ity where the procedure is  to be de l ivered; and 
3 .  The patient must b e  properly and l awful ly registered i n  the c l in ical trial ,  meeting a l l  the 
e l ig ib i l ity requirements of the tria l .  
Services or suppl ies for or re lated to artific ia l  or human organ/tissue transplants for any d iagnosis 
not specifical ly  l i sted as covered. Re lated services or supp l ies for noncovered procedures, inc lud ing 
chemotherapy and/or radiation therapy when supported by al logeneic or auto logous bone marrow 
transplants, cord b lood stem ce l l  transp lants (from re lated or unre lated donors), or peripheral b lood 
stem ce l l  transplant  support, drugs or medications administered to stimu late or mobi l ize stem ce l l s  
for transplant, and a l l  other services or suppl ies which would not  be medical ly necessary or 
appropriate but for the noncovered procedure. 
L imited to the fo l lowing surgical procedures :  
• Excision of tumors and cysts of the j aws, cheeks, l ips, tongue, roof and floor of mouth when 
pathological exam ination is  required 
• Surgery needed to correct accidental injuries (see Defin itions) to j aws, cheeks, l ips, tongue, 
roof and floor of mouth 
• Excis ion of exostoses of jaws and hard palate 
• External inc is ion and drainage of ce l l u l it is  
• Incision and surgical treatment of accessory sinuses, sal ivary glands or ducts 
• Reduction of dis locations and excision of temporomandibul ar joints 
• Removal of impacted teeth 
Women who undergo mastectomies may, at their option, have this procedure performed on an 
inpatient basis and remain in the hospital up to 48 hours after the procedure. A patient and her 
attending physician may decide whether to have breast reconstruction surgery fol lowing a 
mastectomy and whether surgery on the other breast is needed to produce a symmetrical appearance 
(see page 20) .  
The non-PPO benefits a re the standard benefits of this plan. PPO benefits apply only when you use a PPO provider. 





facility care benefits 
What is not covered 
Blue Cross and Blue Sh ield Service Benefit Plan, 2000 
Benefits w i l l  be prov ided for: 
• Treatment to restore the mouth to a pre-cancer state . 
• Breast reconstruction surgery following a mastectomy, inc luding surgery to produce a 
symmetrical appearance on the other breast. Benefits w i l l  be provided for a l l  stages of breast 
reconstruction fol lowing a mastectomy, inc luding treatment of any physical compl i cat ions,  
inc luding lymphedemas, and for breast prostheses, inc luding surgical bras and rep lacements. 
Outpatient surgical serv ices b i l led for by a faci l ity are covered under Other Medical Benefits. See 
page 27 .  
• Cosmetic surgery (see Defin it ions) un less requ ired for a congen ital anomaly or to restore or 
correct a part of the body which has been altered as a resu lt of acc idental i nju ry, d i sease, or 
surgery 
• Radial keratotomy and other refractive surgeries 
• Services for or re lated to reversal of surgical steri l ization 
20 
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Maternity Benefits 




Room and board 
Private room 
The Plan prov ides coverage at the benefit leve ls  indicated below for services provided by the 
fol lowing faci l it ies when furnished and b i l led as regul ar inpatient hospital services. The mother, at 
her option, may remain in the hosp ital up to 48 hours after a vaginal de l ivery and 96 hours after a 
cesarean del ivery.  Inpatient stays w i l l  be extended if medical ly necessary. 
Precert ification is not requ ired for matern ity adm iss ions for routine del iveries . However, if your 
medical  condition requires you to stay more than 48 hours after a vaginal  del ivery or 96 hours after 
a cesarean section, your phys ician or the hosp ital must contact the Local P lan for cert ification of 
additional days .  The P lan w i l l  not pay for charges incurred on any extra days that are not medical ly 








You pay nothing for unl im ited 
days 
After you pay a $ 1 00 per 
adm ission deductib le ,  you pay 
nothing for un l im ited days 
Standard Option 
You pay nothing for un l im ited 
days 
After you pay a $250 per 
adm ission deduct ib le ,  you pay 
nothing for un l im ited days 
In the United States and Puerto Rico, you pay a $ 1 00 per admission 
deductible under High Option; you pay a $250 per admission 
deductible under Standard Option. 
In add ition, you pay 30% of the Non-member rate (see Defin itions) 
and any remaining balance after the P lan has made i t ' s  payment. 
You pay noth ing for fac i l it ies outside of the Un ited States and Puerto 
Rico. 
Covered services are noted below: 
Room and board and other hosp ital services. (See I npatient Hospital Benefits for a description of 
a l l  covered services, and payment levels for Non-member hospita ls . )  
A private room is  covered on ly when the pat ien t ' s  iso lat ion is  requ i red by l aw ;  when the Carrier 
determines that isolation i s  medical ly necessary to prevent contagion;  or, in  Preferred and Member 
hospitals, when the hospital only offers private rooms.  
In noncovered private accommodations and in other noncovered accommodations, the Plan pays the 
hospital ' s  average daily rate for sem iprivate accommodations, which i s  determined by the Local 
P lan .  Other hospital services are paid as shown above. 
Bassinet and nursery Hospital bassinet or nursery charges for days in which both the mother and newborn are confined in 
the hospital are considered as expenses of the mother and not expenses of the ch i ld. When a 
newborn requ ires definitive treatment ( including incubation charges by reason of prematurity), or 
evaluat ion for medical or surgical reasons, during or after the mother 's  confinement, the newborn is 
considered a patient in  his or her own right and a separate per admission deductible ,  i f  app l icab le ,  
appl ies .  Expenses of the newborn (including c ircumcis ion) are e l igible for benefits on ly if  the chi l d  
is  covered by  a Se l f  and Fam i ly enro l lment . See  page 48 for information on  requesting addit ional 
days for a covered newborn confined beyond the mother ' s  d ischarge date . 
The non-PPO benefits a re the standard benefits of this plan. PPO benefits apply only when you use a PPO provider. [ 
When no PPO provider is available, non-PPO benefits apply. 
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Blue  Cross and Blue Sh ield Service Benefit  P lan ,  2000 
• Operating, recovery, and other treatment rooms 
• Drugs and medical suppl ies 
• Other covered anc i l lary services 
Outpatient hospita l  care for del ivery including care in freestanding ambulatory fac i l it ies, inc luding 
b i rthing centers, is covered as described under Other Medical Benefits, Outpatient surgery-Fac i l ity 
care benefits (see page 27) .  
Note: When you use Preferred fac i l it ies, benefits for obstetrical care, inc luding prenatal testing, are 
provided in fu ll ,  not subject to the calendar year deduct ib le or copayment. 
The P lan provides coverage at the benefit leve ls  indicated below for services provided, or ordered, 







pa1 ic ipating 
physic ians/Nurse 
m idw ives 
H igh Option 
You pay nothing 
You pay 20% PAR 
You pay 20% NPA. You are 
also responsib le for the 
d ifference between the Plan ' s  
payment and the physic ian ' s  
actual charge 
Standard Option 
You pay noth ing 
After you pay the $200 
calendar year deductible ,  you 
pay 25% PAR 
After you pay the $200 
calendar year deductib le, you 
pay 25% NPA. You are also 
responsib le for the d ifference 
between the P lan ' s  payment 
and the physician ' s  actual 
charge 
See Defin itions for an explanation of: Preferred, Partic ipating, and Non-part ic ipating physic ians, 
and PAR and NP A under Covered charges. 
• Physician care for pregnancy ( inc luding re lated conditions) and result ing chi ldbirth or 
m iscarriage 
• Services of a l icensed or certified nurse m idwi fe for pre- and post-partum care and de l ivery 
• Anesthesia services, serv ices of a nurse anesthetist, and surgical ass istance as described under 
Surgical Benefits 
• Intrauterine devices (IUDs), Norplant, Depo-Provera, d iaphragms, and oral contraceptives 
obtained from a physic ian are covered at the leve ls indicated on page 1 7 ; when obtained from a 
fac i l ity, they are covered at Other Medical Benefit levels (see page 27) 
• IUDs, Norp lant, Depo-Provera, d iaphragms, and oral contraceptives dispensed by a reta i l  
pharmacy are covered as prescription drugs (see page 34) 
• Oral contracept ives are also covered under the Mai l Service Prescription Drug Program (see 
page 34) 
Diagnosis and treatment of infert i l ity are covered at the benefit levels  indicated on page 1 7 ; related 
prescription drugs are covered under Prescription Drug Benefits (see pages 34-3 5) ;  see exclus ion 
below for Assisted Reproductive Technology (ART) procedures .  
Prenatal test ing is covered at the benefit levels shown above and on page 27 .  
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Blue Cross and Blue Sh ield Service Benefit Plan, 2000 
Steri l izat ion procedures (see page 1 7  for benefits for surgical steri l ization). 
Wel l  chi ld care i s  covered under Addit ional  Benefits (see page 3 1  ) .  
Benefits are payab le under Self Only enro l lments and for fam ily members under Self and Family 
enro l lments . 
• Ass isted Reproductive Technology (ART) procedures, such as art ificial insem ination, in v itro 
fert i l izat ion, embryo transfer, and G I FT, as we l l  as serv ices and supplies related to ART 
procedures, inc luding sperm banking 
• Reversal of voluntary steri l ization 
• Contraceptive devices, except as spec ifical ly described above 
The non-PPO benefits are the standard benefits of th is plan. PPO benefits apply only when you use a PPO provider. 
When no PPO provider is avai lable, non-PPO benefits apply. 23 
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Mental Conditions/Substance Abuse Benefits 
Outpatie 
care 




Hospital ca re 
Inpatient visits 
The Plan prov ides coverage at the benefit levels indicated below for serv ices provided by the 
fol lowing faci l it ies and professionals when furnished and b i l led as regular inpatient hospital 
services :  
Note: P lease check w ith your Local Plan and/or PPO directory for l istings of Preferred faci l it ies 
and contracted professional providers. 
The medical necess ity of your admiss ion to a hospital or other covered faci l ity must be precertified 
for you to receive full P lan benefits. Emergency adm issions must be reported within two business 
days fol lowing the day of admiss ion even if  you have been discharged. Otherwise, the benefits 








You pay a $75 per day 
copayment for up to 1 20 days; 
you pay all charges thereafter 
You pay a $ 1 50 per day 
copayment for up to 1 20 days; 
you pay al l  charges thereafter 
You pay a $300 per day 
copayment for up to 1 20 days; 
you pay al l charges thereafter. 
In addition, you pay the 
difference between the Plan ' s  
payment and the provider ' s  
actual  charge 
Standard Option 
You pay a $ 1 50 per day 
copayment for up to I 00 days; 
you pay all charges thereafter 
You pay a $250 per day 
copayment for up to 1 00 days; 
you pay a l l  charges thereafter 
You pay a $400 per day 
copayment for up to l 00 days; 
you pay all charges thereafter. 
In addition, you pay the 
difference between the Plan ' s  
payment and the provider' s  
actual charge 
After you pay the per day copayments, the Plan pays the remainder of the Preferred rate, Member 
rate, or Non-member rate in  excess of the sum of your copayments. In Preferred and Member 
hospitals, in some instances, when the Preferred or Member rate or the B i l led charge is  less than the 
sum of your copayments, you w i l l  be responsible only for the lowest amount. In Non-member 
hospitals, in some instances, the Average charge may be less than the sum of your copayments . 
See the definition of Covered charges for an exp lanation of Preferred rate, Member rate, Non­
member rate, B i l led charge, and Average charge .  See also the discussion of copayments on pages 
7-8 .  
Covered services include room and board and other hospital serv ices (see Inpatient Hospital 
Benefits for a description of all covered services). 
The Plan provides coverage at the benefit levels indicated below for inpatient mental conditions and 
substance abuse professional care rendered by Partic ipating and Non-partic ipating providers : 
High Option 
After you pay the $ 1 50 calendar year 
deductible, you pay 20% of the 
Allowable charge (see Definitions) 
Standard Option 
After you pay the $200 calendar year 
deductible ,  you pay 40% of the 
Allowable charge (see Definitions) 
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Lifetime  maximum 
Outpatient care 
What is not covered 
Blue Cross and Blue Shield Service Benefit Plan, 2000 
The Plan pays al l covered outpatient care ( inc luding related services and supp l ies, such as 
psycholog ical testing) for the treatment of a mental condit ion, inc luding substance abuse, as 
fol lows: 
PPO/Preferred 
faci l ities 
Member 
faci l it ies 
Non-member 
faci l it ies 
High Option 
After you pay the $ 1 50 calendar 
year deductible ,  you pay the 
fol lowing copayments: 
You pay $ 10 
You pay $50 
You pay $ 1 00 
Standard Option 
After you pay the $200 calendar 
year deductible , you pay the 
fol lowing copayments: 
You pay $25 
You pay $ 1 00 
You pay $ 1 50 
These copayments w i l l  be app l ied per faci l ity per day, not per service. After meeting the 
deductibles , you w i l l  be responsible for the lesser of the stated copayment or the B i l led charge(s). I f  
Preferred o r  Member fac i l ities are avai lab le, and ut i l ized, you w i l l  b e  responsible for  the lesser of 
the stated copayments, the B i l led charge(s), or the Preferred or Member rate at the time your c laim 
i s  processed. 
The P lan provides coverage at the benefit levels described below for outpatient mental conditions 
and substance abuse professional care rendered by Partic ipating and Non-part ic ipating providers : 
High Option 
After you pay the $ 1 50 calendar year 
deductible ,  you pay 30% of the 
Allowable charge (see Definitions) 
Standard Option 
After you pay the $200 calendar year 
deduct ib le, you pay 40% of the 
Allowable charge (see Definitions) 
Outpat ient visits are avai lable up to 50 visits under High Option and 25 visits under Standard 
Option per person per calendar year for: 
• Indiv idual or group therapy, or combinat ion of individual and group therapy, up to two hours 
per day, including collateral v i s its w ith members of the patient ' s  immediate fami ly ,  provided by 
a physic ian, qualified c l in ical psychologist, psychiatric nurse, or c l inical social worker 
• Day-n ight hospital serv ices (sometimes cal led partial hospital ization) 
The number of vis its for which you receive reimbursement w i l l  be reduced if these services are used 
to meet part or all of your calendar year deduct ib le .  
The Plan provides benefits for the inpatient treatment of alcohol ism and drug abuse at the levels 
indicated on the previous page for hospital care and inpatient v isits for mental conditions care . 
Treatment is also payable in a freestanding alcoholism faci l ity approved by the Local Plan. 
Inpatient care for the treatment of alcohol ism and drug abuse i s  l imited to one treatment program 
(28-day maximum) per l ifetime under High and Standard Options. 
The Plan provides benefits for outpatient faci lity and professional care for the treatment of 
substance abuse at the benefit levels indicated above. Outpatient v is its accrue toward the v isit l imits 
described above. 
• Marital ,  family ,  educational , or other counsel ing or training services 
• Services rendered or b i l led by a school or halfway house or a member of its staff 
• Psychoanalysis or psychotherapy credited toward earning a degree or furtherance of education 
or train ing regardless of diagnosi s  or symptoms that may be present 
• Services and suppl ies that are not medical ly necessary (see Definitions and General Exclusions) 
1 use a PPO provider. The �on-PPO benefits are the standard benefits of this plan. PPO benefits apply only when you use a PPO provider. 
1-PPO benefits apply. Whbn no PPO provider is available, non-PPO benefits apply. 25 
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Other Medical Benefits 










Except as noted, after any app l icable deductibles and copayments have been met, the P lan pays the 
fo llowing: 
High Option 
A fter you pay the $ 1 50 calendar 
year deductible ,  you pay the 
fol low ing copayments : 
Standard Option 
After you pay the $200 calendar 
year deductible ,  you pay the 
fol lowing copayments : 
FPO/Preferred 
faci l it ies 
Member 
faci l it ies 
Non-member 
faci l it ies 
You pay $ 1 0  
You pay $50 
You pay $ 1 00 
You pay $25 
You pay $ 1 00 
You pay $ 1 50 
These copayments w i l l  be appl ied per fac i l ity per day, not per service .  After meeting the 
deductible, you wi l l  be responsible for the lesser of the stated copayments or the B i l led charge(s). If 
Preferred or Member fac i l it ies are avai lable, and util i zed, you w i l l  be responsible for the lesser of 
the stated cqpayments, the B i l led charge(s), or the Preferred or Member rate at the time your claim 
is  processed. 
Covered serv ices, I )  when furnished by the hospital outpat ient department, ordered by a physic ian, 
and b il led by a hospital, or 2) for renal d ialysis , when furn i shed and b i l led by a freestanding 
ambulatory faci l ity (see Fac i l it ies and Other Providers), are as fo l lows : 
X-rays, Magnetic Resonance Imagings (MRls), laboratory and pathological services, and mach ine 
d iagnostic tests . Certain d iagnostic cancer tests are covered differently when provided by a 
Preferred faci l ity (see page 3 1  ) .  
I n  Member and Non-member faci l it ies, each cervical cancer screening, mammogram for breast 
cancer screening, fecal occult blood test for colorectal cancer screening, sigmoidoscopy for 
colorectal cancer screen ing, PSA (Prostate Specific Antigen) test for prostate cancer screening, 
tetanus-diphtheria (Td) booster, and immunization for influenza, pneumonia, and Lyme disease is 
paid as described above .  See page 28  for the screening schedules re lated to these tests and 
immunizations for Member and Non-member faci l it ies and for Participating and Non-partic ipating 







Radiation therapy, chemotherapy, and renal dialysis (chemotherapy and/or radiation therapy 
when supported by allogeneic or autologous bone marrow transplants or blood stem cell 
transplant support is covered only for those covered conditions as described under Organ/tissue 
transplants and donor expenses under Surgical Benefits on pages 1 8- 1 9) 
Physical ,  occupational, and speech therapy (for visit l im itations, see page 30) 
Al lergy tests, surveys, and i nj ections, b lood (as described under M isce l laneous services on 
page 29), and prescription drugs, b i l led for by the faci l ity 
Hepatit is immunizations for patients w ith increased risk or family h i story 
Hospital services in connection w ith dental procedures only when a nondental physical 
impairment exists that makes hospitalization necessary to safeguard the health of the patient 
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Blue Cross and Blue Sh ield Service Benefit Plan, 2000 
The Plan provides coverage at the benefit leve l s  indicated below, not subject to the calendar year 




fac i l it ies 
High Option 
You pay noth ing but the 
fol lowing copayments : 
You pay $ 1 0  
You pay $50 
Standard Option 
You pay noth ing but the 
fol lowing copayments : 
You pay $25 
You pay $ 1 00 
Non-member You pay $ 1 00 You pay $ 1 50 
faci l it ies 
These copayments w i l l  be appl ied per fac i l i ty per day, not per service . You w i l l  be responsib le for 
the lesser of the stated copayments or the B i l led charge(s). I f  Preferred or Member fac i l it ies are 
ava i lable, and util ized, you w i l l  be respons ib le for the lesser of the stated copayments, the B i l led 
charge(s), or the Preferred or Member rate at the time your claim is  processed . 
Overseas ca re-You pay nothing for outpatient surgical services at hospitals located outside the 
United States or Puerto Rico. 
Covered faci l ity-b i l led services are noted below : 
• Surgical services and re lated other hospital serv ices 
• Related X-ray, Magnetic Resonance Imagings (MRis), laboratory and pathological services, 
and machine diagnostic tests performed within one business day of the covered surgical 
services. (Presurgical testing performed more than one business day prior to the surgery is 
covered as described on page 26 under Outpatient Facility Care - Diagnostic services.) 
• Fac i l ity suppl ies for hemoph i l ia  home care 
Except as noted, the Plan provides coverage at the benefit levels indicated below for serv ices 
provided, or ordered, and b i l led by a physic ian : 
PPO/Preferred 
physicians 
Partic ipat ing 
physic ians 
Non-part ic ipating 
physic ians 
High Option 
After you pay the $ 1 50 calendar 
year deductible ,  you pay 5% 
PPA 
After you pay the $ 1 50 calendar 
year deductible, you pay 20% 
PAR 
After you pay the $ 1 50 calendar 
year deduct ib le ,  you pay 20% 
NPA. You are also responsib le 
for the d ifference between the 
Plan ' s  payment and the 
physician ' s  actual charge 
Standard Option 
After you pay the $200 calendar 
year deductible, you pay 1 0% 
PPA 
After you pay the $200 calendar 
year deduct ib le ,  you pay 25% 
PAR 
After you pay the $200 calendar 
year deduct ib le ,  you pay 25% 
NPA. You are a l so responsib le 
for the difference between the 
Plan ' s  payment and the 
physician ' s  actual charge 
See Definitions for an explanation of: Preferred, Partic ipating, and Non-part ic ipat ing physic ians, 
and PPA, PAR, and NPA under Covered charges .  
When you use  Preferred physic ians, home and office v is its, physic ians '  outpatient consultations, 
and second surgical opinions are paid in fu l l under High and Standard Options after a $ 1 2  
copayment for each outpatient office vis i t  charge . These serv ices are paid as described above when 
rendered by Participating and Non-partic ipating phys icians. 
• use a PPO pr vider. The ifon-PPO benefits are the standard benefits of this plan. PPO benefits apply only when you use a PPO provider. 



















Blue Cross and Blue Sh ield Service Benefit Plan, 2000 
• X-rays, Magnetic Resonance Imagings (MRJs), laboratory and pathological services, and 
machine diagnostic tests, includ ing mammograms and Pap smears. Certain diagnostic cancer 
tests are covered differently when provided by a Preferred provider (see page 3 1  ). 
• Laboratory and patho logical services b i l led by an independent laboratory 
The fo l lowing routine (screening) procedures are paid as described above when performed by 
Participating and Non-participating providers . These services are covered differently when you 
use Preferred providers, and the visit charge assoc iated with these services is  covered on ly with 
Preferred prov iders; see Additional Benefits, page 3 1 .  
The fol lowing schedu les are app l icable  for Member and Non-member faci l it ies and Participat ing 
and Non-partic ipating providers . 
Mammograms are covered for females age 3 5  and o lder as fol lows: 
• From age 3 5  through 39 ,  one mammogram screening during th is  five-year period 
• From age 40 through 64, one mammogram screening every calendar year 
• At age 65 or over, one m ammogram screen ing every two consecutive calendar years 
One Pap smear for females of any age every calendar year. 
• One fecal occult b lood test for members age 40 and o lder every calendar year 
• One sigmoidoscopy for members age 50 and o lder every five years 
One PSA (Prostate Specific Antigen) test for males age 40 and o lder every calendar year. 
• For influenza and pneumonia, once every calendar year 
• Tetanus-diphtheria (Td) booster, once every ten calendar years 
• Lyme disease vaccine 
• Radiation therapy, chemotherapy, and renal  dialysis (chemotherapy and/or radiation therapy 
when supported by a l logeneic or autologous bone marrow transplants or b lood stem ce l l  
transplant support i s  covered on ly for those covered conditions as  described under Organ/tissue 
transplants and donor expenses under Surgical Benefits on pages 1 7-20) 
• Physical, occupational , and speech therapy (for v isit l im itations, see page 30) 
• A llergy tests, surveys, and injections, b lood as described on page 29, and prescription drugs 
• Hepatitis immunizations for patients with increased risk or fami ly h istory 
• Under High Option, physic ian home visits when rece iving covered home health care (see 
page 32) 
• Covered services provided by a nurse midwife acting within the scope of l icensure 
• Pharrnacotherapy (see pages 34-3 5 for coverage for prescription drugs) 
Except as noted, benefits for the fol lowing services are paid as fo llows : 
High Option 
After you pay the $ 1 50 calendar year 
deductible ,  you pay 20% of the 
Allowable charge (see Definitions) 
Standard Option 
After you pay the $200 calendar year 
deductib le ,  you pay 25% of the 
Allowable charge (see Definitions) 
Note: Preferred and Participating providers may not be avai lable for the fol low ing services in your 
area. When they are avail able ,  and uti l ized, the P lan pays benefits as shown under Physician care 
on page 27 .  
28 
The non-PPO benefits are the  standard benefits of th i s  plan. PPO benefits apply on ly when you  use  a PPO provider. 
When no PPO provider is available, non-PPO benefits apply. 
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Blue Cross and B lue  Sh ield Service Benefit Plan, 2000 
Professional ambulance transport serv ices : 
• assoc iated w ith covered hospital inpatient care ; 
• re lated to and with in 72 hours after an accidental injury or medical emergency; or 
• during covered home health care . 
Services, supp l ies, or appl iances for dental care to sound natural teeth (see Defin itions) requ ired as a 
result of, and directly re lated to, an accidental injury (see Definitions). 
• Rental by the member or purchase, at the Carrier ' s option if it w i l l  be less expens ive, of durab le 
medical equ ipment (such as resp irators and home dialysis equ ipment) including rep lacement, 
repair, and adjustment of purchased equ ipment 
• Whee lchairs , hospital beds, crutches, and other items determ ined by the Carrier to be durab le 
medical equipment 
Care by a registered nurse (R.N.) or l icensed pract ical nurse (L . P .N.) ,  when the care is ordered by a 
physic ian .  Home nursing care is avai lab le for two (2) hours per day up to 50 visits per calendar 
year under High Option and 25 v is its per ca lendar year under Standard Option. The number of 
vis its for which you receive re imbursement w i l l  be reduced if these services are used to meet pa1t or 
al l of your calendar year deductible .  
• A l lergy tests, surveys, and i njections 
• B lood and blood plasma except when donated or rep laced, and blood p lasma expanders 
• Neurological test ing when rendered and b i l led by a qual ified c l in ical psycho logist 
• One set of eyeglasses or contact lenses, or one replacement to an existing prescription ,  requ i red 
as a resu lt of, and d irectly related to, a s ingle instance of intra-ocu lar surgery or a s ingle ocu lar 
injury .  Th is benefit also appl ies when, in s ituations as described above, the condition can be 
corrected by surgery ,  but surgery is prec luded ( i. e. , cannot be performed because of age or 
medical compl ications), and lenses are prescribed in l ieu of surgery 
• Ostomy and catheter supplies 
• Oxygen, regard less of the provider 
• Medical foods for chi ldren w ith inborn errors of amino ac id metabol ism 
• Prescription drugs not b i l led by a reta i l  pharmacy ( excludes those drugs obtained through the 
Mail Serv ice Prescription Drug Program) 
• Home infusion therapy (prescription drugs; medical suppl ies ;  durable  medical equipment 
(DME); and home nursing v isits, subj ect to the calendar year vis i t  l im itat ions described above 
under Home nursing care) 
• Nonsurgical treatment for amblyopia and strabismus, for chi ldren from birth through age 1 2  
• Functional foot orthotics when medical ly necessary and prescribed by a physic ian 
• Rigid dev ices attached to the foot or a brace or placed in a shoe 
• Acupuncture as a modal ity of physical therapy and for pain management when rendered and 
b i l led by a physic ian or l icensed physical therapist 
• Orthopedic braces and prosthetic app l iances (such as artificial legs and pacemakers) including 
replacement, repair, and adjustment 
• Diabetic education when b i l led by a covered prov ider 
Tlr non-PPO 1benefits are the standard benefits of this plan. PPO benefits apply only when you use a PPO provider. 










What is not covered 
Blue Cross and Blue Sh ield Service Benefit Plan, 2000 
Physical , occupational ,  and speech therapy when rendered by a physical , occupational ,  or speech 
therapist who is l icensed or meets the requirements of the Carrier, by a phys ic ian rendered on an 
outpatient bas is, or by an outpatient faci l ity . When b i l led by a ski l led nursing fac i l ity, nurs ing home 
or extended care fac i l ity, benefits w i l l  be paid as shown on page 27 for professional care, according 
to the contracting status of the professional prov ider that actual ly performs the therapy.  The 
fol l owing l im its apply to outpatient care : 
• Physical therapy : 75 visits under High Option and 50 visits under Standard Option per 
person per calendar year 
• Occupational therapy, speech therapy, or a com bination of both : 25 visits under High and 
Standard Options per person per calendar year 
The number of v is its for which you receive re imbursement w i l l  be reduced if these services are used 
to meet part or all of your calendar year deduct ib le .  
See page 16 for physical , occupational ,  and speech therapy provided by a phys ic ian on an inpatient 
bas i s .  See pages 26-28 for payment levels for outpatient physical , occupational ,  and speech therapy 
provided by a phys ician or outpatient fac i l ity. 
After satisfaction of the calendar year deduct ib le ,  under High and Standard Options, the Plan wi l l  
pay 1 00% of B i l led charges up to a maximum payment of $ 1 00 for enro l lment in one smoking 
cessat ion program per member per l ifetime.  Services may be rendered by any covered prov ider or 
by a smoking cessation c l in ic .  
See  pages 34-3 5 ,  Prescription Drug Benefits, for coverage of smoking cessation drugs .  
• Exerc ise and bathroom equ ipment 
• L ifts, such as seat, chair, or van l ifts 
• A ir conditioners, humid ifiers, dehumidifiers, and purifiers 
• Shoes and over-the-counter 01thotics 
• Wigs 
• Breast pumps 
• Imp lanted bone conduction hearing aids 
• Computer "story boards" or " l ight ta lkers" for communication-impaired ind iv iduals 
• Maintenance or pal l iative physical , occupational ,  or speech therapy for a chronic disease or 
condition which does not requ ire the techn ical profic iency or the ski l l  and train ing of a 
physic ian or qual ified physical , occupational ,  or speech therapist, except during acute 
exacerbations of the disease or condition 
• Home nurs ing care when : 
1 )  Requested by, or for the convenience of, the patient or the patient ' s  fam i ly 
2)  I t  cons ists primari ly of bathing, feeding, exercis ing, homemaking, moving the  patient, 
giving medicat ion, or acting as a compan ion or s itter 
The non-PPO benefits a re the standard benefits of this plan. PPO benefits apply on ly when you use a PPO provider. 
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Well child care 
The P lan provides coverage for each home and office v is i t  for a routine physical exam inat ion at the 
benefit leve ls  ind icated below when prov ided by a Preferred phys ic ian or Preferred fac i l ity :  
After you pay a $ 1 2  copayment, you 
pay noth ing under H igh Option 
After you pay a $  1 2  copayment, you 
pay noth ing under Standard Option 
Home and office v i s its for routine (screen ing) exam inat ion,  consist ing of a h i story and risk 
assessment, chest X-ray, e lectrocard iogram (EKG), ur inalysis ,  bas ic  metabol ic or comprehens ive 
metabol i c  panel test, and complete blood count (CBC), are covered for members as fol lows: 
• Through age 64, once every three consecut ive calendar years 
• At age 65 or over, once every calendar year 
This benefit does not app ly to ch i ldren e l ig ib le  for Wel l  Ch i ld  Care benefits . 
Addit ional ly, the preventive (screen ing) tests and immun izat ions noted below are paid in fu ll when 
provided by a Preferred phys ic ian or a Preferred fac i l i ty on an outpatient bas is ,  subject to the 
schedu les ind icated. If these serv ices are rendered by a Preferred phys ic ian separate ly from the 
routine physical exam ination, you w i l l  be respons ib le  for the $ 1 2  copayment for each assoc iated 
office v i s it .  
Cholesterol tests are covered for members as fo l lows: 
• Through age 64, once every three consecutive calendar years 
• At age 65 or over, once every calendar year 
Thi s  benefit does not apply to chi ldren el ig ib le for Wel l  Ch i ld  Care benefits . 
Preventive (screen ing) cholestero l tests are only covered and paid in ful l when prov ided by 
Preferred providers or any independent laboratory . 
• For influenza and pneumon ia, once every calendar year 
• Tetanus-diphtheria (Td) booster, once every ten calendar years 
• Lyme d i sease vacc ine 
See pages 26-28 ,  Other Medical Benefits, for benefits for these immun izat ions prov ided by Member 
and Non-member fac i l it ies and Part ic ipat ing and Non-partic ipat ing providers. The visit cha rge 
associated with these serv ices is covered only with Preferred facil ities or Preferred providers. 
The fo l lowing d iagnostic and screen ing cancer tests are paid in fu l l  when provided by a Preferred 
fac i l i ty or a Preferred professional provider on an outpatient bas i s .  You are respons ib le for the $ 1 2  
copay for each associated office v is i t :  
• Mammogram 
• Pap smear 
• Fecal occult b lood test 
• S igmoidoscopy 
• PSA (Prostate Spec ific Antigen) test 
See pages 26-28 ,  Other Medical Benefits, for payment levels and app l icable schedules for these 
d iagnostic and preventive services provided by Member and Non-member fac i l it ies and 
Part ic ipat ing and Non-part ic ipating physic ians .  The v isit charge associated with these services is 
covered on ly with Preferred facil it ies or  Preferred providers. 
For ch i l dren up to age 22, you pay nothing under High and Standard Options for Covered charges 
for the fo l lowing covered routine serv ices for we l l  ch i l d  care : 
• A l l  healthy newborn inpatient physic ian v i s its, i nc lud ing rout ine screening ( inpatient or 
outpat ient) 
• Routine physical examinations, laboratory tests, immunizations, and related office visits, 
including those for children living, traveling, or adopted from outside the United States, as 
recommended by the American Academy of Pediatrics 
The non-PPO benefits a re the standard benefits of this plan. PPO benefits apply on ly when you use a PPO provider. 
When no PPO provider is avai lable, non-PPO benefits apply. 3 1  
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(outpatient  ca re) 
Related benefits 
Home hea lth care 
H igh Option 
What is covered 
What is not covered 
Blue Cross and Blue Sh ield Service Benefit Plan, 2000 
You pay noth ing under High and Standard Options for Covered charges for the fol low ing covered 
serv ices and supp l ies in connection with, and w ithin 72 hours after, acc idental inj u ry (see 
Defin it ions) :  
• Other hosp ital services in Preferred,  Member, and Non-member hosp ita ls ,  inc lud ing re l ated 
X-rays, Magnetic Resonance lmagings (MR!s), laboratory and pathological services, and 
mach ine d iagnostic tests 
• Phys ic ian serv ices in the office or hosp ital outpatient department, inc luding X-rays, Magnetic 
Resonance lmag ings (MRJ s), laboratory and patho logical serv ices, and machine diagnostic 
tests 
See Defin itions for an exp lanation of Preferred, Part i c i pating, and Non-partic ipati ng physic ians, and 
Covered charges .  
The fo l lowing re lated serv ices are covered under Other Medica l  Benefits (see pages 26-30) :  
• Services re lated to acc idental injury rendered more than 72 hours after the injury 
• Care for acc idental dental injury 
• Ambu lance transport services 
You pay noth ing under High Option for the covered home health care services l i sted below for up 
to 90 days per calendar year i f: 
I ) the services rendered are b i l led by a home health care agency (such as the hospital or a visit ing 
nurse assoc iat ion) that has a written agreement with the Local Plan to provide home health care 
services, and 
2) pr ior approval  is obta ined from the Local P lan . If pr ior approval is not obtained, Other Medical 
Benefits w i l l  be prov ided as app l icab le .  
Note :  The member has  the  respons ib i l ity to  make sure that the  home hea lth care provider has 
received prior approva l from the Local P lan (see pages 48-49 for instructions) . P lease check with 










Nursing care such as dress ing changes, inj ections, and mon itoring of v ita l signs 
Physical therapy 
Respiratory or inhalation therapy 
Prescription drugs 
Med ical  supp l ies which serve a specific therapeutic or d iagnostic purpose 
I nfusion therapy 
Other medica l ly necessary serv ices or supp l ies  that would have been provided by a hospital i f  
the  member was hosp ital ized 
See page 28  for High Option coverage for physic ian home vis its wh i l e  rece iving covered home 
health care serv ices 
Home health care services re lated to the treatment of mental conditions/substance abuse, for 
rout ine m atern ity care, for routine mon itoring of a condition, for interm ittent care of a stab le 
cond ition, or for in itial evaluation of the patient to determ ine whether or not home heal th care 
is appropriate 
• Homemaking serv ices, inc luding housekeeping, preparing meais ,  or acting as a companion or 
s itter 
Standard Option See page 29 for Standard Option coverage of home nursing care. 
Home  hosp1 
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Blue Cross and Blue Sh ield Serv ice Benefit P lan ,  2000 
You pay noth ing under High and Standard Opt i on ,  if pr ior approval i s  obtamed from the Local 
Plan for covered home hospice services rendered to members w ith a l ife expectancy of s ix  months 
or less when b i l led by a home hospice care agency which is  approved by the Local Plan. 
Note: You are respons ib le to make sure that the home hosp ice care provider has rece ived prior 
approval from the Local Plan (see page 48 for instructions) .  Please check with your Local Plan 
and/or your PPO directory for l istings. 
• Physic ian v i s its • Serv ices of home health aides 
• Nurs ing care • Durable medical equ ipment rental 
• Medical socia l  services • Prescr iption drugs 
• Phys ical therapy • Medical suppl ies 
I npat ient hospice benefits are ava i lable only to a member rece iv ing Home hospice care benefits. 
Benefits are provided for up to five (5) consecutive days in  a hospital or a freestanding hosp ice 
inpatient fac i l ity. These covered inpatient hospice benefits are ava i lable only when inpatient 
services are necessary to contro l pain and manage the symptoms of the patient or to provide an 
interval of re l ief to the fam i ly  (respite). 
Each inpatient stay must be separated by at leas t 2 1  days. You pay noth ing under High and 
Standard Options when you are adm itted to a Preferred hospita l .  f f  you are adm itted to a Member 
or Non-member hospita l ,  you pay $ 1 00 per arhnission deduct ib le  under High Option and you pay a 
$250 per adm ission deductible under Standard Opt ion .  (See page 1 5  for Tnp"tient Hosp ital 
Benefits . )  
• Homemaker or bereavement serv ices 
When Medicare Part A i s  primary payer ( it pays first) and has m ade payment, High and Standard 
Options provide secondary benefits for the app l icable Med icare Part A copayments incurred in fu l l  
during the first through the 3 0th day of confinement for each benefit p,,riod, a s  defined by 
Medicare, in a qual i fied sk i l led nursing fac i l ity (see page 9). If Medicare pays the first 20 days in 
ful l ,  Plan benefits w i l l  beg in on the 2 1 st day, when Med icare Part A copayments begin ,  and w i l l  end 
on the 30th day. 
Help w ith health concerns i s  avai lable 24 hours a day, 365 days a year, by call ing a to l l -free 
te lephone number J -888/25 8-3432 or accessing an I nternet web s ite www.Bluehealth .o�. The 
serv ice, called Blue Health Connection, features health advice or health i nformation and counse l ing 
by reg istered nurses . Also avai lab le is th(' A. udioHealth L ibrary with hundreds of tapes, ranging 
from first a id to infectious d iseases to general health issues .  You can gP-t information about health 
care resources to he lp you find local doctors, hosp ita ls or other health care services affil iated w ith 
the Blue Cross and Blue Shield Serv ice Benefit Plan . Th is serv ice is offered in certain p i lot areas, 
and w i l l  become available in addi t ional areas during 2000 .  Contact us at the number above or v is i t  
our web site for more i nformation .  
We wi l l  send a membership kit  and other information about B lue HP;i. l th Connection in  the mai l to 
enrol lees who l ive in  the states where this serv ice is  avai lable . 
The Serv ice Benefit Plan is develop ing and m ay offer patient suppo1t programs for certai n  
diagnoses i n  select locat ions on a p i lot bas is .  
u use a PPO provider The non-PPO benefits are the standard benefits of th is plan. PPO benefits apply only when you use a PPO rovider. 
,n-PPO benefits apply When no PPO provider is available, non-PPO benefits apply. 33  
Blue Cross and Blue Sh ield Service Benefit Plan, 2000 
Prescription Drug Benefits 
What is covered 
What is not covered 
From a pharmacy 
You may purchase up to a 90-day supp ly  of the fo l lowing med icat ions and supplies prescribed by a 
doctor from either a pharmacy or by mai l ;  however, quantities may be l im ited for certain  drugs such 
as narcot ics :  
• Drugs, vitam ins and m inerals , and nutrit ional supplements that by Federal law of the Un ited 
States require a doctor ' s  prescription for thei r  purchase 
• Insu l in  
• Need les and disposab le  syringes for the adm in istrat ion of covered medications 
• Intrauterine devices ( IUDs), Norp lant, Depo-Provera, diaphragms, and oral contraceptives 
dispensed by a retai l  pharmacy; and oral contraceptives obta ined through the Mai l  Service 
Prescription Drug Program 
• Drugs to aid smoking cessation that require a prescription by Federal law ( l im ited to one 
regimen per calendar year) 
In most cases, refi l ls cannot be obtained unt i l  75% of the drug has been used . Ca l l  the Reta i l  
Pharmacy Program ( 1 -800/624-5060 I TDD: 1 -800/624-5077) or  the  Mai l  Serv ice Prescription 
Drug Program ( l -800/262-7890 / TDD :  1 -800/446-7292) for exceptions to th is pol icy. Not al l drugs 
are avai lable through the Mai l Service Program . 
You can save money by using generic drugs. By subm itt ing your prescription (or those of fami ly  
members covered by the P lan)  to  your  reta i l  pharmacy or  the Mai l  Serv ice Prescription Drug 
Program , you authorize them to substitute a Federa l ly approved generic equiva lent, if avai lable, 
un less you or your physic ian spec ifical ly requests a name brand .  
• Medical supp l ies such as dress ings and antiseptics 
• Drugs and supp l ies for cosmetic purposes 
• Medication that does not require a prescription under Federal law even if your doctor prescribes 
it or a prescription is requ ired under your State law 
• Drugs prescribed for we ight loss 
• Drugs for orthodontic care, dental implants, and periodontal disease 
• Drugs for which prior approval has been denied 
You may purchase up to a 90-day supply of covered drugs and suppl ies through the Reta i l  
Pharmacy Program . Cal l  1 -800/624-5060 (TDD : 1 -800/624-5077) to locate a Preferred pharmacy 
in your area. 
PPO/Preferred 
retai l pharmacies 
Non-preferred 
reta i l  pharmac ies 
High Option 
YOU pay 15% pp A 
You pay 35% AWP. You are 
also responsib le  for the 
d ifference between the Plan ' s  
payment and the pharmacy ' s  
actua l  charge 
Standard Option 
You pay 25% PPA 
You pay 45% AWP. You are 
also responsib le for the 
d ifference between the Plan ' s  
payment and the pharmacy ' s  
actual  charge 
You must present your P lan I D  card at the t ime of purchase at a Preferred pharmacy. You are only 
responsib le for the appl icab le coinsurance at the t ime of purchase. A l l  Preferred retai l  pharmacies 
w i ll fi l e  claims for you. Preferred pharmacies w i l l  receive the payment and agree to accept I 00% of 
the PPA as payment in  ful l .  At Non-preferred retai l  pharmac ies, you must pay the full cost at the 
t ime of purchase and submit a c la im. You are responsib le for the app l icable coinsurance based 
upon the Average Wholesale Price (A WP), and any amounts in excess of the a l lowance . Certain 
prescription drugs and suppl ies may require prior approval (see pages 35 and 48-49) . Any savings 
rece ived by the Carrier on the cost of drugs purchased under th is  P lan from drug manufacturers are 
credited to the reserves held for this P lan .  
T h e  non-PPO benefits a re t h e  standard benefits of this p lan .  PPO benefits apply only when you use a PPO provider. 
14 When no PPO provider is avai lable, non-PPO benefits apply. 
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Blue Cross and Blue Sh ield Service Benefit P lan ,  2000 
Use a reta i l  prescription drug claim form for prescription drugs and supp l ies purchased at Non­
preferred reta i l  pharmacies .  You may obta in  these forms  by cal l ing 1 -800/624-5060 (TDD: 
l -800/624-5077) .  Fol low the instruct ions on the form and mai l it to the Blue Cross and B lue Shield 
Serv ice Benefit Plan Reta i l  Pharmacy Program, P.O. Box 52057 ,  Phoenix ,  AZ 85072-2057 .  
I f  your doctor orders more than a 2 1 -day supply of covered drugs or suppl ies, up to  a 90-day 
supply, you may order your prescription or refi l l  by mai l  from the Mai l  Service Prescription Drug 
Program . Merck-Medco Rx Serv ices w i l l  fi l l  your prescript ion .  
You pay an $8 generic and $ I 4 brand-name copayment under H igh Option and a $ 1 2  generic and 
$20 brand-name copayment under Standard Option for each prescription drug, supply, or refi l l  
you  purchase through the Ma i l  Serv ice Prescription Drug Program . 
The Plan w i l l  send you information on the Mai l  Serv ice Prescription Drug Program . To use the 
Program : 
I )  Complete the in i t ia l  ma i l  order form . 
2) Enc lose your prescript ion and copayment. 
3 )  Mai l  your order to Merck-Medco Rx Serv ices, P.O. Box 30492, Tampa, FL 33633 -0 1 44 .  
4) A l low approx imately two weeks for  del ivery. 
A lternat ively, your phys ic ian may cal l  i n  your i n it ia l prescription at 1 -800/262-7890 (TDD: 
l -800/446-7292) .  You wi l l  be b i l led later for the copayment. After that, to order your refi l l  you 
may either ca l l  the same number or access th is  P lan ' s  webs ite at http ://www.fepblue .org and e ither 
charge your copayment to your credit card or have it b i l led to you later. You should a l low 
approximately one week for del ivery. 
Certa in prescript ion drugs and suppl ies may requ i re prior approval before they w i l l  be covered 
under this Plan, and prior approval must be renewed periodica l ly .  Cal l 1 -800/624-5060 (TDD :  
1 -800/624-5077) t o  obtain a n  updated l ist o f  prescript ion drugs and suppl ies that requ i re prior 
approval .  Once prior approval has been obtained or renewed, you may take advantage of e lectron ic 
c la ims process ing at Preferred pharmacies, have c la ims paid for drugs and supp l ies purchased from 
Non-preferred pharmacies, or have drugs and suppl ies d ispensed by the Mai l  Serv ice Prescription 
Drug Program . 
The Reta i l  Pharmacy Program wi l l  request the medical ev idence needed to make its coverage 
determ ination . Drugs and suppl ies that requ ire prior approval also requ ire I )  payment in fu l l  at t ime 
of purchase ( inc luding Preferred pharmacies) and 2)  the member' s submiss ion of the expense(s) on 
a c la im form . Preferred pharmacies wi l l  not fi le these expenses for you . 
Merck-Medco Rx Serv ices w i l l  screen al l prescription drugs prior to dispens ing .  I f  the drug or 
supply requ i res pr ior approval, your prescript ion w i l l  not be fi l led unt i l  prior approval has been 
obtained .  The prescription w i l l  be returned to you along w ith a Prior Approval Request form and a 
letter exp la in ing the program and procedures. 
Prescription drugs and certain supplies not purchased from a retail pharmacy or through the Mail 
Service Prescription Drug Program are covered at Other Medical Benefits levels when billed for by 
an outpatient facility or a physician (see pages 26-28), or Additional Benefits levels when billed for 
by a covered home health care agency (see page 32) or home hospice agency (see page 33) .  When 
hospitalized, drugs and supplies are covered under Inpatient Hospital Benefits (see page 1 5) or 
Maternity Benefits (see page 22). 
Cla ims for covered prescript ion drugs and suppl ies purchased outside of the Un ited States and 
Puerto Rico shou ld be subm itted on an Overseas C la im Form and sent to the Overseas C la ims 
Sect ion address l isted on page 40 .  These drugs m ust be equivalent to drugs that by Federal law of 
the Un i ted States require a prescription . 
Prescript ion drugs requ iring constant refrigeration cannot be sh ipped to APO/FPO boxes by the 
Mai l  Serv ice Prescription Drug Program . 
When you use a Pre ferred retai l  pharmacy and this P lan i s  the primary payer, you must  ca l l  the B lue 
Cross and Blue Shield Service Benefit Plan Retai l  Pharmacy Program at 1 -800/624-5060 (TDD:  
1 -800/624-5077) to request a statement of benefits for  other coverage purposes. 
The non-PPO benefits a re the standard benefits of this plan. PPO benefits apply only when you use a PPO provider. 
When no PPO provider is avai lable, non-PPO benefits apply. 3 5  
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Standard Option Dental Benefits 
What is covered The Plan w i l l  pay B i l led charges, for the fol lowing serv ices, up to the amount specified in the 
Schedule of  Dental A l lowances below. Th i s  i s  a comp lete l i st of covered dental benefits for 
Standard Option .  These benefits are not avai lable under H igh Option .  
Preferred Denta l The PPO now inc ludes Preferred dentists who are ava i lable in a l l  Local Plans in most areas . 
Amalg� 
restora 
Network Preferred dentists agree to accept a negotiated, d iscount amount cal led the Maximum A l lowable ( includ : Charge (MAC) as payment in fu l l  for the services l i sted below. These dentists may not be Preferred 
for other serv ices covered by this Plan under other benefit prov is ions (such as oral and max i l lofac ial polishi1 
surgery or Other Med ical Benefits). They w i l l  a lso fi le your dental c la ims for you . You are 
respons ib le ,  as an out-of-pocket expense, for the d ifference between the amount spec ified on th is 
Schedu le of Dental Al lowances and the MAC. To find a Preferred dentist near you or to obtain  a 
copy of the MAC l ist ing app l icab le to your area, contact your Local Plan . 
Complete schedule  of ADA Up  to Age 1 3  Filled o 
dental  a l lowances Code Age 1 3  a n d  over resin rt 
C l i n ica l  oral 0 1 20 Periodic oral evaluation * $ 1 2  $ 8 
evaluations 0 1 40 Lim ited ora l  evaluation 1 4  9 
0 1 50 Comprehens ive ora l evaluation 1 4  9 
0 1 60 Detai led and exten s ive oral evaluation 1 4  9 
Rad iographs 02 1 0  l ntraoral--complete series $ 36 $22 
0220 l n traora l--periapical-first fi lm 7 5 
0230 l ntraoral-periapical-each add it ional fi lm 4 3 
0240 l n traoral-occlusal fi lm 1 2  7 
0250 Extraora l-first fi lm 1 6  1 0  
0260 Extraora l-each addit ional fi lm 6 4 Inlay rt 
0270 Bitew ing-single fi lm 9 6 
0272 Bitew i ngs -two fi lms 1 4  9 
0274 l:3itewings--four fi lms 1 9  1 2  
0277 B itew ings-vertical 1 2  7 
0290 Posterior-anterior or lateral sku l l  and fac ial 
bone survey film 45 28 
0330  Panoram ic fi lm 36  2 3  
1 ests and  laboratory 0460 Pulp vital i ty tests $ 1 1  $ 7 Other r 
exams services 
Pal l iat ive treatment 9 1 1 0  Pal l iative (emergency) treatment of Extracti 
dental pain-minor procedure $ 24 $ 1 5 local an 
2940 Sedative fi I I  ing 24 1 5 routine 
care 
Preven tive 1 1 20 Prophylaxis--ch i l d *  $ 22 $ 1 4  
Surgica 
1 1 1 0 Prophylax is---adu I t* 1 6  
1 20 1  Top ical appl ication of fluoride include5 
( i nc lud ing prophy lax is)-ch i ld *  35  22  anesthe! 
1 203  Topical appl ication of fluoride post-op• 
(prophy laxis not inc luded)-ch i ld  1 3  8 
Anesthe 
1 205 Top ical app l ication of fluoride 
( inc lud ing prophylax is)- adul t* 24 Oral and 1 
1 204 Topical appl ication of fluoride 
(prophylaxis not inc luded)-adult  8 surgery 01 
injury 
Space maintenance 1 5 1 0  Space mainta iner-fixed-un i lateral $ 94 $59 
(passive appl iances) 1 5 1 5  Space maintainer-fixed-bi lateral 1 39 87 
1 520  Space maintainer-removable-uni lateral 94 59  What is 001  
1 525  Space ma intainer-removab le-b i lateral 1 3 9 87  
1 5 5 0  Recementation o f  space maintainer 22 1 4  
* L im ited to two per person per calendar year 
3 6  
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Jec ified in the ADA Up to Age 1 3  
I benefits for Code Age 1 3  a n d  over 
Amalgam 2 1 1 0  Amalgam-one surface, primary $22 $ 1 4 
1 most areas . restorations 2 1 20 Amalgam-two surfaces, primary 3 1  20  1mum Al lowab le 
( including 
2 1 30 Amalgam-three surfaces, primary 40 25  
nay not b e  Preferred 2 1 3 1 Amalgam-four or more surfaces, primary 49 3 1  
ral and max i l l o facial polishing) 2 1 40 Amalgam-one surface, permanent 25 1 6  
ou .  You are 2 1 50 Amalgam-two surfaces, permanent 3 7  2 3  
: spec ified on  th is 2 1 60 Amalgam-three surfaces, permanent 50 3 1  
you or to obtain a 2 1 6 1  Amalgam-four or more surfaces, permanent 56 3 5  
Age 1 3  Fil led or unfilled 2330  Res in-one surface, anterior $25 $ 1 6  
and over resin  restorations 233 1 Resin-two surfaces, anterior 3 7  23  
2332 Res in-three surfaces, anterior 50 3 1  
$ 8 2335  Res in-four o r  more surfaces or involv ing inc isal 
9 angle (anterior) 56  3 5  
9 23 80 Res in-one surface, posterior-primary 22 1 4  
9 238 1 Res in-two surfaces, posterior-primary 3 1  20  
2 382 Res in-three or more surfaces, posterior-primary 40 25  
2385  Resin-one surface, posterior-permanent 25 1 6  
$22 2386 Res in-two surfaces, posterior-permanent 3 7  23  
5 2 387  Resi n-three surfaces, posterior-permanent 5 0  3 1  
3 2 388  Resin-four o r  more surfaces, posterior-permanent 50 3 1  
7 
1 0  
4 Inlay restorations 25 1 0  I n lay-metal l ic-one surface $25 $ 1 6  
6 2520 l n l ay-meta l l i c--two surfaces 3 7  2 3  
9 2530  ln lay--meta l l ic-three or  more surfaces 50 3 1  
1 2  26 1 0  I n l ay-porcelai n/ceram ic-one surface 25 1 6  
7 2620 l n lay--porce lain/ceram ic-two surfaces 3 7  23  
2630 l n lay--porcelain/ceram ic-three or more surfaces 50  3 1  
28  2650 I n lay-compos ite/res in-one surface 25  1 6  
23 265 1 I n lay-compos ite/resin-two surfaces 3 7  23 
2652 I n lay-composite/resin-three or more surfaces 50  3 1  
$ 7 
Other restorative 295 1 P in  retention--per tooth , i n  add ition to restorat ion $ 1 3  $ 8 
services 
Extractions-includes 7 1 1 0  S ing le  tooth $30 $ 1 9  
$ 1 5  local anesthesia and 7 1 20 Each addit ional tooth 27 1 7  
1 5  routine post-operative 7 1 3 0 Root removal-exposed roots 7 1  45  
care 
$ 1 4  
Surgical extractions- 72 1 0  Surgical removal of erupted tooth requir ing e levation 1 6  
includes local of mucoperiosteal flap and removal of bone and/or 
22 anesthesia and routine sect ion of tooth $43 $27 
post-operative care 
7250 Surgical removal of res idual tooth roots 
( cutt ing procedure) 7 1  45  8 
Anesthesia 9220 General anesthesia in connection with covered extractions $43 $27 
24 Oral and maxillofacial For covered oral and max i l l ofac ial surgery or dental care related to accidental injury, see pages 1 9  
surgery o r  accidental and 29 .  8 
injury Note: Please check the Preferred status of your dentist or oral surgeon before rece iving oral surgery .  A Preferred dentist who  accepts the MAC a s  payment i n  fu l l  for  the dental serv ices l i sted above 
$59 may not  be a Preferred provider for oral surgical procedures or other serv ices covered under other 
87 benefit provis ions of th is  P lan . 
59  What is not covered Any dental procedures or drugs involving orthodontic care, the teeth, dental imp lants, periodontal 
87 disease, or preparing  the mouth for the fitt ing or the continued use of dentures, except as 
1 4  spec ifical ly described o r  referenced. See General Exclusions .  
37  
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Non-FEHB Benefits Available to Plan Members 
The benefits described on th is page are neither offered nor guaranteed under the contract with the FEHB Program, but are 
made available to a l l  enrol lees and fam i ly members of this P lan .  The cost of the benefits described on this page is not inc luded 
in the FEHB prem ium and any charges for these services do not count toward any FEHB deductibles, out-of-pocket max imum 
copayment charges, etc . These benefits are not subject to the FEHB d isputed claims review procedure . 
Vision Care Program 
Service Benefit Plan members may obtain eye exams and 
eyewear at substantial savings from Cole Managed Vision 
One providers. The names, addresses, and telephone numbers 
of Vision One providers are available by calling 
1 -800/55 1 -3337 .  Location information is available 24 
!hours a day; Customer Service is available from 9 :00 a.m. 
to 9 :00 p.m. EST Monday through Friday and from 9 :00 
a.m. to 5 :00 p.m. EST Saturday. 
You may also obtain your contact lenses through the Vis ion 
One Contact Lens Replacement Program . 
Call 1 -800/987-5367 and ask for Dept. 70 1 .  
There are n o  enro l lment fees and n o  additional paperwork or 
claim forms to be fi led in  th is  program . All charges for eye 
exams and eyewear are handled directly between you and the 
V is ion One prov ider. 
Federal DentalBlue 
(Standard Option Only) 
Federal Denta!B lue is an optional dental product with an 
add it ional prem ium that supplements the denta l benefits 
inc luded in your Standard Option coverage . To app ly for 
Federal Denta!B lue, you must be enro l led in Standard 
Option and reside in a Plan area l i sted below. To purchase 
his additional  coverage, complete and s ign the Federa l 
Denta lB lue enro l lment form, which you can obtain from your 
Local P lan .  





Washington areas served by the Regence P lan 
Many B lue Cross and B lue Shie ld Plans not offering Federal 
Denta lBlue do offer dental insurance outside and apart from 
he FEHB Program.  If interested, contact your Local P lan 
about avai lab i l ity of a non-FEHB dental program in your 
area. 
Discount Vitamin Program 
Service Benefit Plan members may obtain a selection of over 
1 50 non-prescription vitam ins, m inerals , and herbal products 
at a substantial savings when ordered through B io-Balance, a 
mai l order d iscount program offered by Landmark/Leiner 
[Health Products. You may order products or request a catalog 
by cal l ing 1 -877 /258-7283 . Customer Service is avai lable 
from 8 : 00 a .m.  to 9 :00 p.m. EST Monday through Friday and 
from 8 : 00 a.m .  to 6 :00  p .m .  EST Saturday . 
There are no enro l lment fees and no  add itional paperwork or 
c la im forms to be fi led in this program . A l l  charges for 
products offered by the Discount V itam i n  Program are 
!handled d irectly between you and B io-Balance . *  
Medicare Prepaid Plan Enrollment 
!Many local B lue Cross and B lue Sh i e ld P lans offer Medicare 
rec ipients the opportun i ty to enro l l  in a Medicare prepaid p lan 
!W ithout payment of an FEHB prem ium. Contact your local 
B lue Cross and B lue Shie ld P lan to find out if a Medicare 
1Prepaid plan is avai lable in your area and the cost, if any, of 
�hat enro l lment. 
. 
*The B lue Cross and B lue Shield Assoc iation and partic ipating Local Plans w i l l  rece ive remuneration from Landmark/Leiner 
Health Products to cover administrative costs in offering the program and for other purposes. 
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For c la im forms and other c laims fi l ing  advice, contact your Local Plan .  If you do not receive your 
identi ficat ion card(s) w ithin 60 days after the effective date of your enro l lment you may contact the 
Local P lan serving the area in  which you reside or write to: FEP Enro l lment Services, 5 50  1 2th 
Street, SW, Wash ington, DC 20065- 1 463 to report the delay in rece iv ing your card(s), to get 
rep lacement cards, to obtain your Plan identification number, or to obtain c la im forms or other 
c la ims fi l ing  advice. Give your fu l l  name, address, date of birth, agency where employed, whether 
enro l lment is for Self Only or Self and Fami ly, whether High or Standard Option, and 
identification ("R") number, if known. In the meantime, use your copy of the SF 2809 enro l lment 
form or your annuitant confirmation letter from OPM as proof of enro l lment when you obtain 
services. 
If you have a question concerning Plan benefits, contact your Local Plan . You may also contact the 
P lan at its website at http ://www.fepblue . org. 
I f  you made your open season change by using Employee Express and have not received your new 
I D  card by the effective date of your enro l lment, call the Employee Express HELP number to 
request a confinnation l etter. Use that letter to confirm your new coverage w ith providers. 
C la ims filed by your doctor that include an assignment of benefits to the doctor are to be fi led on 
the form HCFA- 1 500,  Health I nsurance C laim Form . C laims submitted by enrol lees may be 
submitted on the HCFA- 1 500 or a c laim form that inc ludes the information shown below. B i l l s and 
rece ipts shou ld  be item ized and show: 
• Name of pat ient and relationsh ip to enro l lee 
• Plan identification number of the enro l lee 
• Name and address of person or firm provid ing the serv ice or supply 
• Dates that serv ices or suppl ies were furnished 
• Type of each service or supply and the charge 
• D iagnosis 
I n  addit ion :  
• A copy of the expl anation of benefits (EOB) from any primary payer (such as the Medicare 
Summary Notice (MSN)) must be sent wi th your c la im .  
• B i l l s  for home nursing care must show that the nurse is a reg istered or l icensed practical nurse. 
• C la ims for rental or purchase of durable medical equipment, private duty nursing, and physical ,  
occupational and speech therapy require a written statement from the doctor spec ifying the 
medical  necessity for the service or supply and the length of t ime needed. 
• Cla ims for prescription drugs and suppl ies that are not ordered through the Mai l  Service 
Prescription Drug Program must inc lude receipts that include the prescription number, name of 
drug or supply, prescrib ing physic ian ' s  name, date, and charge. 
• Trans lat ion and currency conversion serv ices w i l l  be prov ided by the Plan for c la ims for 
overseas (foreign) services . 
Canceled checks, cash register receipts, or ba lance due statements are not acceptable .  
Contact your Local Plan at  the telephone number on the back of your identificat ion card for 
information, c la im forms, and assistance.  
Keep a separate record of the medical expenses of each covered fami ly  member as deductibles and 
maximum al lowances app ly separate ly to each person . Save copies of all medical b i l ls, inc luding 
those you accumulate to satisfy a deductib l e .  In most instances they w i l l  serve as evidence of your 
c l aim . The Carrier w i l l  not provide dupl icate or year-end statements. 
A l l  claims must be submitted no l ater than December 3 1  of the calendar year after the one in which 
the covered care or service was provided, unless timely fi l ing was prevented by admin i strative 
operations of Government or legal incapaci ty, provided the c laim was submitted as soon as 
reasonably possib le .  Once benefits have been paid, there i s  a three-year l imitation on the reissuance 
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Use a separate c la im form for each fam i ly  member. These procedures inc lude prescr ipt ion drugs 
that are not obta i ned from a reta i l  pharmacy. See below for a description of how to c la im benefits 
for reta i l  pharmacy-obta ined prescr ipt ion drugs. When covered expenses exceed the deduct ib le , 
comp lete a c la im form, attach item ized b i l ls ,  and send them to the Local P lan serv ing the area where 
the serv ices were rendered .  For serv ices other than inpatient , you may send the c la im to the Local 
P lan serv ing the area where you res ide .  F i l e  expenses quarterly thereafter. C la ims payments for 
covered serv ices subm itted by you are usua l ly  sent to you.  
1 f the Local P lan returns a c la im or part of a c la im for add it ional information, i t must be resubm itted 
w ith in  90 days, or before the t ime ly fi l ing period expires, wh ichever is later. For long or cont inu ing 
hospital stays or other long-term care, c la ims must be subm itted at least every 30  days . 
For information about prescript ion drugs ( inc lud ing insu l in ,  insu l i n-re lated d isposab le syringes, and 
other d iabet ic and non-d iabetic suppl ies) obtained through the Mail Serv ice Prescript ion Drug 
Program , see instruct ions on page 34-3 5 .  
For covered serv ices rendered i n  hospitals outside the Un ited States and Puerto Rico and performed 
by phys ic ians outs ide the Un ited States, send a completed Overseas C la im Form and the item ized 
b i l l s  to : NCA Process ing Department, 5 50  1 2th Street, SW, Wash i ngton, DC 20065-8473 , 
Attent i on :  FEP  Overseas C la ims Sect ion . Overseas Cla im Forms can be obtained from th is address 
or your Local P lan .  Any written inqu ir ies concerning the processing of overseas c la ims should be 
sent to th i s  address. 
Present your identificat ion card when adm itted or when you receive outpatient care. The hosp ital 
has the necessary forms and w i l l  submit  them to the Local Plan . Benefits are paid to the hospital ,  
wh ich w i l l  b i l l  you for any coinsurance, copayments, noncovered charges, or any charges app l ied to 
your calendar year deduct ib le .  
A lways ask i f  the physic ian is a Preferred or Part i c ipat ing physic ian for purposes of th is  P lan .  
Present your ident ificat ion card and s ign the necessary forms .  Benefits are usual ly paid to the 
phys ic ian, who w i l l  b i l l  you for any coinsurance, copayments, noncovered serv ices, or any charges 
appl ied to your calendar year deduct ib le .  
When you use Preferred retai l  pharmac ies, show your P lan I D  card . You pay the app l icable 
co insurance for your prescript ion drug. Preferred reta i l  pharmac ies w i l l  fi le your prescript ion drug 
cla im for you .  Re imbursement for covered drugs w i l l  be sent to pharmac ies . Members who do not 
have a val id P lan ID card, who do not show the ir  card at the t ime of purchase, or who fai led to 
rece ive prior approva l  when requ i red w i l l  have to fi le a paper cla im form to obta in  benefits for 
drugs purchased at Preferred pharmacies .  
For Non-preferred reta i l  phannacy expenses, you should use a retai l  prescr ipt ion drug c la im form to 
c la im benefits for retai l  pharmacy-obtained prescript ion drugs. Prescript ion drug c la im forms may 
be obta ined from Local P lans, or by ca l l ing 1 -800/624-5060. Hearing- impaired members w ith TDD 
equ ipment can cal l  l -800/624-5077 .  Fo l low the i n struct ions on the c laim form and submit the 
completed form to : 
B lue  Cross and B lue Sh ie ld Serv ice Benefit Plan Retai l  Pharmacy Program 
P .O .  Box 52057 
Phoenix ,  AZ 85072-2057 
Rep ly promptly when the Carrier requests i nformation in  connection w ith a c la im .  I f  you do not 
respond, the Carrier may delay p rocess ing or l im it the benefits avai lable .  
Fac i l i t ies of the Department of Veterans Affairs, the Department of Defense, and the Ind ian Health 
Serv ice are ent i t led to seek reimbursement from the P lan for certai n  services and supp l ies prov ided 
to you or a fam i l y  member to the extent that re imbursement is  requ i red under the Federal statutes 
governing such faci l i t ies .  
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Section 7. General exclusions - Things we don 't  cover 
The exclus ions in th is section apply to  a l l  benefits .  A l though we may l i st a spec ific serv ice a s  a benefit, we w i l l  no t  cover i t  un less we  
determ ine it i s  medical ly  necessary to  prevent, d i agnose, or treat your i l l ness or condi t ion .  The  fact that one  of our  covered prov iders 
has prescribed, recommended, or approved a serv ice or supply does not make it medica l ly necessary or e l ig ib le  for coverage under th i s  
Plan. 
We do not cover the 
following:  
• Serv ices, drugs or supp l ies that are not medica l ly necessary ; 
• Serv ices not requ i red accord ing to accepted standards of medical ,  denta l ,  or psych iatr ic pract ice 
in  the Un ited States ;  
• Experimental or investigat ional procedures, treatments, drugs or devices; 
• Procedures, serv ices, drugs and suppl ies related to abort ions except when the l i fe of the mother 
wou ld be endangered i f  the fetus were carr ied to term or when the pregnancy is the resu l t  of an 

















Procedures, serv ices, drugs and suppl ies re lated to sex transformations, sexual dysfunction or 
sexual i nadequacy; 
Serv ices or suppl ies you rece ive from a prov ider or fac i l i ty barred from the FEH B Program ; 
Expenses you incurred wh i le  you were not enro l led in th i s  Plan ; 
Serv ices where no charge would have been made if the covered ind iv idual had no health 
insurance coverage ; 
Serv ices furn ished w i thout charge (except as described on page 40) ;  wh i l e  in act ive m i l itary 
serv ice;  or requ i red for i l lness or injury sustained on or after the effective date of enro l lment I )  
as a resu l t  of an act of war w ith i n  the Un ited States, its territories, or possessions or 2 )  dur ing 
combat ;  
Serv ices furn ished by immed iate re lat i ves or household members, such as spouse, parent, ch i ld ,  
brother, or s i ster, by b lood, marriage, or adopt ion ;  
Serv ices fu rn i shed or b i l led by a noncovered fac i l ity, except that  medica l ly  necessary 
prescript ion drugs are covered ; 
Serv ices not spec ifical ly l i sted as covered ; 
Services or supp l ies used for cosmetic purposes ; 
Any port ion of a prov ider' s fee or charge ord inari ly  due from the enrol lee but that has been 
waived. I f  a prov ider rout i ne ly waives (does not requ ire the enro l lee to pay) a deduct ib le ,  
copay, or coinsurance, the Carrier wi l l  ca lcu late the actual prov ider fee or charge by reduc ing 
the fee or charge by the amount waived; 
Charges the enro l lee or P lan has no legal ob l igation to pay, such as: excess charges for an 
annu itant age 65 or older who is not covered by Medicare Parts A and/or B (see pages 46-4 7), 
doctor charges exceed ing the amount spec ified by the Department of  Health and Human 
Serv ices when benefits are payable under Medicare ( l im it ing charge) (see page 44), or State 
prem ium taxes however appl ied; 
In  the case of inpatient care, medical  serv ices wh ich are not medica l ly  necessary, i. e. , those 
wh ich d id not requ ire the acute hospital i npat ien t  ( overn ight) sett ing, but could have been 
provided i n  a physic ian ' s  office, the outpat ient department of a hospi ta l ,  or some other sett ing ,  
w ithout adverse ly affecting the pat ient ' s  cond it ion or the qual i ty of medica l  care rendered. 
Some examples are : 
• adm iss ions for or consist ing pr imar i ly  of observat ion and/or evaluation that could have 
been provided safely  and adequate ly i n  some other sett i ng, e.g. , physic ian ' s  office 
• adm issions primar i l y  for diagnostic studies (X-rays, Magnetic Resonance lmagings 
(MRis), laboratory and pathological serv ices, and machine d iagnostic tests) wh ich could 
have been provided safely and adequatel y  i n  some other sett ing, e.g. , outpatient department 
of a hospita l or phys ic ian ' s  office; 
Standby phys ic ians ;  
B iofeedback and other forms  of self-care or self-help tra in ing;  
Outpatient cardi ac rehabi l itat ion (except as offered through case management under the flex ib le  
benefits option) ;  
Any dental and oral surgical procedures or drugs invo lv ing orthodontic care, the teeth , dental  
implants, periodontal d i sease, or prepar ing the mouth for the fitt ing or the continued use of 
dentures. These are covered on ly  as described under Standard Option Dental Benefits, Denta l  
care for accidental inj ury, Hospita l ization for dental work, or Surgical Benefits for Oral  and 
max i l lofac ia l  surgery ; 
4 1  














Orthodontic care for temporomand ibu lar jo int  (TMJ) syndrome;  
Custodia l  care (see Defi n it ions) ;  
Serv ices and suppl ies furn ished or b i l led by an extended care fac i l ity, nurs ing home, or other 
noncovered fac i l ity, except as spec ifical ly described on page 3 3 .  Med ical ly necessary 
prescr ipt ion drugs are covered; 
Eyeglasses, contact lenses, rout ine eye exam inat ions, or v i s ion test ing for the prescr ib ing or 
fitt ing of eyeglasses or contact lenses, except as prov ided for on page 29 ;  
Eye exerc ises, v i sua l  tra in ing, or  orthoptics, except for nonsurgical treatment of amblyopia an! 
strab ismus as descri bed on page 29 ;  
Hearing a ids  or exam inat ions for the prescr ib ing or fitt ing of hearing aids; 
Treatment ( inc lud ing drugs) of obesity, weight reduct ion, or d ietary contro l ,  except for gastric 
bypass surgery or gastric stapl i ng procedures; 
Personal comfort items such as beauty and barber serv ices, rad io,  te levis ion,  or te lephone ; 
Routine serv ices (see Defin it ions), except for those Preventive serv ices spec ifical ly descri bed · 
th is  brochure on pages 26,  28 ,  and 3 1 .  For purposes of th i s  Plan, rout ine  serv ices inc lude, but 
are not l im ited to, period ic physical exam inations, screening exam inat ions or tests, 
immun izat ion shots, and X-rays, Magnetic Resonance Imagings (MRi s), laboratory and 
pathological serv ices, and mach ine d iagnost ic tests that are not re lated to a spec ific d iagnosis, 
i l lness, inj ury, set of symptoms, or materni ty care ; 
Routine foot care, inc lud ing corn or cal lus rem oval, or nai l tr imm ing; 
Recreational or  educat ional therapy, and any re lated d iagnost ic  test ing except as provided by a 
hosp ital as part of a covered inpatient stay or through an approved Home health care program; 
Ass isted Reproductive Technology (ART) procedures and re lated serv ices and suppl ies 
(see page 23) ;  
Services you rece ive from noncovered prov iders such as  ch i ropractors, except as  spec i fical ly 
described on page I O  under Coverage in medica l ly underserved areas . 
Section 8. Limitations - Rules that affect your benefits 
Medicare Te l l  us i f  you or a fam i ly member is enro l led in Medicare Part A or B .  Medicare w i l l  determ ine 
who is  respons ib le for pay ing for medical  serv ices and we w i l l  coord inate the payments. On 
occas ion, you may need to file a Medicare c la im form . 
42 
If you are e l ig ib le for Med icare, you may enro l l  i n  a Med icare+Choice plan and also remain 
enro l led w ith us . 
I f  you are an annu itant or former spouse, you can suspend your FEHB coverage and enro l l  in a 
Medicare+Choice p lan when one is avai lable in your area. For information on suspending your 
FEHB enrol lment and changing to a Medicare+Choice plan, contact your ret irement office. I f  you 
later want to re-enro l l  in the FEHB Program, genera l ly you may do so only at the next Open 
Season. 
If you involuntar i ly lose coverage, or move out of the Medicare+Choice serv ice area, you may re­
enro l l  in the FEHB Program at any t ime .  
I f  you do not  have Medicare Part A or B, you can sti l l  be  covered under  the FEHB Program and 
your benefits w i l l  not be reduced . We cannot requ i re you to enro l l  in Medicare . 
For information on Medicare+Cho ice plans, contact your local Social Security Adm in i strat ion 
(SSA) office, or cal l SSA at 1 -800/63 8-6833 .  For i nformation on the Medicare+Choice plan(s) 
offered by local B lue Cross and Blue Sh ie ld Plans, see page 3 8 .  
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Blue Cross and Blue Sh ield Service Benefit Plan, 2000 
The fol low ing informat ion app l i es on ly to enro l lees and covered fam i ly members who are ent it led 
to benefits from both th is Plan and Medicare . You must d i sc lose informat ion about Medicare 
coverage, inc lud ing your enro l lment in a Medicare prepaid p lan , to us ;  th is app l ies whether or not 
you fi le a c la im under Medicare . You must also g ive us author izat ion to obtain informat ion about 
benefits or serv ices den ied or paid by Medicare when we request it. I t  is also important that you 
inform us about other coverage you may have as th i s  coverage may affect the primary/secondary 
status of  th is  P lan and Med icare (see pages 42-44) .  
Th is Plan covers most of the same k inds of expenses as Medicare Part A, hospital insurance, except 
that primary benefits are not avai lable from th is Plan for qual ified sk i l led nursing fac i l ity care, and 
Part 8 ,  medical insurance, except that Medicare does not cover prescript ion drugs .  
The fol lowing ru les app ly  to  enro l lees and their fam i ly members who are ent it led to  benefits from 
both an FEHB plan and Med icare. 
I )  You are age 65 or over, have Med icare Part A ( or Parts A and B), and are employed by the 
Federal Government ;  
2)  Your covered spouse is  age 65 or over and has Medicare Part A (or Parts A and 8) and you are 
employed by the Federal Governmen t; 
3) The pat ient (you or a covered fam i ly member) is  w ith in the fi rst 30 months of e l ig i b i l i ty to 
receive Medicare Part A benefits due to End Stage Rena l  D isease (ESRD), except when 
Medicare (based on age or d isab i l ity) was the pat ient ' s  primary payer on the day before he or she 
became e l ig ib le  for Medicare Part A due to ESRD;  or 
4) The pat ient (you or a covered fam i ly  member) is under age 65 and e l ig ib le  for Medicare sole ly 
on the bas i s  of d isab i l ity, and you are employed by the Federal Government . 
For purposes of th i s  section , "employed by the Federal Government" means that you are e l ig ib le for 
FEHB coverage based on your current employment and that you do not hold an appointment 
described under Ru le 6 of the fol low ing "Medicare is primary" section . 







8 )  
9) 
You are an annu itant age 65 or over, covered by Medicare Part A (or Parts A and B) and are not 
employed by the Federal Government ; 
Your covered spouse is age 65 or over and has Medicare Part A (or Parts A and B) and you are 
not employed by the Federal Government ;  
You are age 65  or over and (a) you are a Federal j udge who retired under t i t l e  28 ,  U .S .C . ,  
( b )  you are a Tax Court judge who ret i red under Section 7447 of  t it le 26 ,  U . S .C . ,  o r  ( c )  you are 
the covered spouse of a ret i red judge described in (a) or (b); 
You are an annu itant not employed by the Federal Government, and either you or a covered 
fam i ly member (who may or may not be emp loyed by the Federal Governmen t) i s  under age 65 
and e l ig ib le for Medicare on the bas is  of d isab i l ity ; 
You are enro l led in Part B on ly, regard less of your employment status ;  
You are age 65 or over and employed by the Federal Government in an appointmen t that 
exc ludes sim i l arly appointed non retired employees from FEHB coverage, and have Medicare 
Part A (or Parts A and B);  
You are a former Federal em ployee rece iv ing workers ' compensation and the Office of Workers 
Compensation has determ ined that you are unable to return to duty ; 
The patient (you or a covered fam i ly member) has comp leted the 30-month ESRD coord inat ion 
period and is st i l l  e l ig ib le for Medicare due to ESRD; or 
The pat ient (you or a covered fam i ly  member) becomes e l ig ib le  for Medicare due to ESRD after 
Medicare assumed primary payer status for the patient under rules l )  through 7) above. 
When Medicare is  primary, al l or part of your Plan deduct ib les ,  copayments, and coinsurance w i l l  
b e  waived a s  fo llows :  
I npatient Hospita l  Benefits : I f  you are enro l led in Medicare Part A and Medicare i s  the  pr imary 
payer, the Plan wi l l  waive the per adm i ss ion deduct ib le appl icable in Member and Non -member 
hospitals and the Non -member hospital coin surance. The requ irem ent to precert ify each hospital 
adm ission i s  also waived (also see pages 47-48) .  The Plan wi l l  not waive the d i fference between 
the Average charge and the B i l led charge (see pages 50-52) at a Non-member hospita l  once 
Medicare benefits have been exhausted . I f  you are en ro l led in Medicare Part B and Medicare i s  the 
primary payer, the P lan wi l l  waive the calendar year deductib le  and any co insurance for inhosp ital 
physician care . 
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Blue  Cross and B lue  Sh ield Service Benefit P l an ,  2000 
S u rgica l  Benefits and Other Medica l  Benefits : If you are enrol led in Med icare Part B and 
Med icare i s  the primary payer, the P lan w i l l  waive the ca lendar year deduct ib le ,  any coinsurance or 
outpat ient faci l ity copayments, and the $ 1 2  copayment for each home and office v i s i t, phys ic ian 
outpat ient consu ltat ion, and second surgica l  op in ion . The Preferred, Member, and Non-member 
fac i l i ty copayments for outpat ient surgery are a lso waived . 
Matern ity Benefits : Deduct ib les, copayments, and coinsurance are waived the same as for 
I npat ient  Hospita l  Benefits, Surg ica l  Benefits, and Other Medica l  Benefits .  
Menta l  Condit ions/Su bsta nce Abuse Benefits :  I f  you are enrol led i n  Med icare Part A and 
Med icare i s  the primary payer, the P lan w i l l  waive the inpat ient hospita l menta l  
cond it ions/substance abuse per day copayments . If you are enro l led i n  Med icare Part B and 
Med icare is the pr imary payer, the Plan w i l l  waive the inpatient and outpat ient profess iona l  care 
coinsurance, outpat ient fac i l ity care copayments, and the ca lendar year deduct i b l e .  Benefit l im its 
w i l l  not be waived. 
Addit iona l  Benefits : I f  you are enro l led i n  Med icare Part B and Medicare i s  the pr imary payer. the 
$ 1 2  copayment for each prevent ive (screen ing) physica l  exam ination prov ided by a Preferred 
phys ic ian or fac i l ity i s  waived. 
When Med icare is the pr imary payer,  th i s  P l an w i l l  l im it i ts payment to an amount that supp lements 
the benefits that wou ld be payab l e  by Medicare, regard less of whether or not Medicare benefits are 
pa id .  However, the Plan w i l l  pay its regu lar benefits for emergency serv ices to an inst i tut ional 
p rov ider, such as a hospi ta l ,  that does not part i c i pate with Medicare and i s  not re imbursed by 
Med icare. 
If you are e nrol led in Medicare, you may be asked by a phys ic ian to sign a pr ivate contract agree ing 
that you can be b i l led d irect ly for serv ices that wou ld ord inar i ly be covered by Med icare .  Shou ld  
you s ign such  an agreement, Med icare w i l l  not pay any  port ion of  the  charges, and  you may receive 
less or no payment for those serv ices under th is  P lan . 
When you are enrol led in a Medicare prepaid p l an wh i l e  you are a mem ber of th is P l an ,  you may 
cont inue to obta i n  benefits from th i s  P lan .  I f  you submi t  c la ims for serv ices covered by th i s  P lan 
that you rece ive from prov iders that are not in the Medicare p lan ' s  network, the P l an w i l l  not  waive 
any deduct i b les or coinsurance when pay ing these c la ims . 
I f  you are covered by Medicare Part B and it is primary . you shou ld be aware that your out-of­
pocket costs for services covered by both th i s  P lan and Medicare Part B w i l l  depend on whether 
your doctor accepts Med icare ass ignment for the c la im 
Doctors who part i c ipate w ith Med icare accept ass ignment, that is , they have agreed nm to b i l l  you 
for more than the Med ica re-approved a mount  for covered serv ices .  Some doctors who do not 
part i c ipate w ith Medicare accept ass ignment on certain c la ims .  If you use a doctor who accepts 
Med icare ass ignment for the c la im,  the doctor i s  perm itted to b i l l  you after the Plan has paid only 
when the Medicare and P lan payments com b ined do not tota l  the Medicare-approved amount . 
Doctors who do not part i c ipate wi th Medicare are not requ i red to accept d i rect payment, or 
ass ignment, from Med icare .  A l though they can b i l l  you for more than the amount Medicare wou ld 
pay, Med icare law (the Soc ia l  Secur ity Act, 42 U .S .C . )  sets a l im it on how m uch you are obl igated 
to pay . Th is  amount, cal led the l im i t ing charge, is 1 1 5 percent of the Medicare-approved amount .  
Under th i s  l aw, i f  you use a doctor who does not accept ass ignment for the c la im, the doctor i s  
perm i tted to b i l l  you after the Plan has paid on ly i f  the Medicare and P lan payments comb ined do 
not total  the l im it ing charge . 
Ne ither you nor your FEHB P lan is l iab le  for any amount i n  excess of the Medicare l im i t ing charge 
for charges of a doctor who does not part i c ipate with Medicare . The Medicare Summary Notice 
(MSN) w i l l  have more informat ion about th i s  l im it .  
I f  your doctor does not part ic ipate w ith Medicare, asks you to pay more than the l im it ing charge 
a n d  he or she is under contract with th is  P lan,  cal l  the Plan .  I f  your doctor is not a P l an doctor, ask 
the doctor to reduce the charge or report h im or her to the Medicare carr ier that sent you the 
Med icare Summary Notice (MSN) .  In any case, a doctor who does not part i c ipate w ith Medicare is 
not ent i t led to payment of more than I 1 5  percent of the Medicare-approved amount .  
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Blue  Cross and Blue Sh ield Serv ice Benefit  Plan, 2000 
In most cases, when services are covered by both Med icare and this Plan, Medicare is the primary 
payer if you are an annuitant and this Plan is the primary payer if you are an employee. When 
M edicare is the primary payer, your c la ims should first be subm itted to Med icare . To be sure your 
c laims are processed by this Carrier, you must subm it the Medicare Summary Notice (MSN)  and 
dupl icates of all b i l ls along with a completed c la im form .  The Carrier w i l l  not process your c laim 
without knowing whether you have Medicare and, if you do, w ithout rece iving the Medicare 
Summary Notice (MSN). 
C laims shou ld  show both your Plan identificat ion number (8 dig its preceded by "R") and your 
Medicare identification number which is  on your Medicare card. C la ims for benefits which are not 
covered by Medicare should be sent direct ly to your Local P lan . See page 40 for i n formation on 
how reta i l  pharmacy-obtained drug expenses are filed. 
When anyone has coverage w ith us and w ith another group health plan it is  cal led double coverage . 
You must te l l  us if you or a fami ly member has double coverage . You must also send us documents 
about other insurance if we ask for them . 
When you have double coverage, one p lan is the primary payer; it pays benefits first . The other 
p lan is secondary; it pays benefits next. We decide which insurance is primary accord i ng  to the 
National  Assoc iat ion of Insurance Commissioners '  Gu idel ines .  
l f we pay second, we w i l l  determ ine how much of the charge we w i l l  pay for.  After the first p lan 
pays, we w i l l  pay e ither what is left or our a l lowable charge or our regu lar benefit, wh ichever 1s 
less .  We w i l l  not pay more than our al lowab le charge . When we pay secondary, we w i l l  gen era l Iv 
on ly make up the difference between the primary p lan ' s  benefi t  payment and I 00% of our a l lowab l t' 
charge, subj ect to our app l icab le deduct ib les, co insurance and copayments (see pages 43 -44 for 
exceptions when Medicare is  primary payer) . Thus, the comb ined payments from both p lans may 
not equal the entire amount b i l led by the prov ider. I n  certa in c i rcumstances when we  are secondary. 
and there is  no adverse effect on you, we m ay also take advantage of any provider d i scount 
arrangements the primary plan may have and only make up the d ifference between the  pr imarv 
plan ' s  payment and the amount the provider has agreed to accept as payment in fu l l  from the 
pr imary p lan . When we are secondary to primary coverage you may have from a prepaid p lan.  our 
benefi ts w i l l  be based on your out-of-pocket l i ab i l ity under the prepaid p lan (genera l ly the prepa id 
plan ' s  copayment) subject to our deduct ib les ,  co insurance, and copayments (see page 44 fo1 
except ions .)  
Remember: Even if you do not fi le a c la im w ith your other p lan, you must sti l l  te l l  us  that you have 
double coverage. 
This subrogation and r ight of recovery prov is ion app l ies when you or your dependent are s ick or 
i njured as a resu lt of the act or omiss ion of another person or party . We have the right to recove1 
payments we have made to you or your dependent from a th ird party or th ird party ' s  insurer becau�c 
of i l lness or injury caused by a th i rd party . In addit ion to our r ight of recovery, we are subrogated 
to you and your dependent ' s  present and future c laims against a third party . Third party means 
another person or organ ization . 
I f  you or your covered dependent suffer an i njury or i l lness through the act or omiss ion ot another, 
you and your dependent agree: 1 )  to reimburse us  for benefits we paid in  an amount  not to exceed 
the amount of the recovery; and 2)  that we wi l l be subrogated to your (or your dependent ' s )  nghh 
to the extent of the benefits paid, inc luding the right to bring suit . A l l  recoveries from a th i rd party 
(whether by lawsuit, sett lement, or otherwise) must be used to re imburse us for benefits paid Our 
share of the recovery w i l l  not be reduced because you or your dependent do not  receive the ful l  










Limit on your costs 
if you ' re age 65 or 





Blue Cross and Blue Sh ield Service Benefit Plan,  2000 
When you or your dependent make a claim against a th ird party or the third party ' s  insurer as a 
resu l t  o f  an inj ury or i l lness for wh ich that third party is legal ly responsible, we sha l l  have a l ien on 
the proceeds of that c la im i n  order to re imburse ourse lves to the fu l l  amount of benefits we are 
cal led upon to pay. Our l ien w i l l  apply to any and a l l  recoveries for such claim whether by court 
order or out-of-court settlement. 
If you or your dependent are injured because of a th ird party ' s  action or omiss ion : 1 )  we w i l l  pay 
benefits for that injury subject to the condit ions that you and your dependent a) do not take any 
action that wou ld prej udice our abi l ity to recover benefits, and b) w i l l  cooperate in doing what is 
reasonab ly necessary to assist us i n  any recovery ; 2) our right of re imbursement extends on ly to the 
amount of P lan benefits paid or to be paid because of the injury ; and 3) we may ins ist upon an 
ass ignment of the proceeds of the c la im or right of action against the th ird party and may w ithhold 
payment of benefits otherwise due unt i l  the assignment is  provided. 
You are required to notify us promptly of any third party c laim that you may have for damages for 
wh ich we have paid or may pay benefits . I n  add ition, you are requ ired to notify us of any recovery, 
whether in or out of court, that you or your dependent obtain and to re imburse us to the extent of 
benefits paid by us .  Any reduction of our c laim for payment of attorney ' s  fees or costs assoc iated 
w ith the c laim is subject to prior approval by us .  
TRICARE is the health care program for members, e l igible dependents, and retirees of the m i l itary. 
TRICARE includes the CHAMPUS program . If both TRICARE and this Plan cover you, we are 
the primary payer. See your TRICARE Health Benefits Adv isor if you have questions about 
TRICARE coverage.  
We do not cover services that: 
• You need because of a workplace-re lated d isease or inj ury that the Office of Workers ' 
Compensat ion Programs (OWCP) or a s imi lar Federa l  or State agency determ ine they must 
provide; 
• OWCP or a s im i lar agency pays for through a third-party injury sett lement or other s imi lar 
proceeding that i s  based on a c laim you fi led under OWCP or s im i lar laws. 
Once the OWCP or s im i lar agency has paid its max imum benefits for your treatment, we w i l l  
provide your benefits. 
We pay first if both Medicaid and this P lan cover you. 
We do not cover services and suppl ies that a local, State, or Federal Government agency d irectly or 
ind irect ly pays for. 
We wil l  make reasonably d i l igent efforts to recover benefit payments made erroneously but in good 
faith and may app ly subsequent benefits otherw ise payable to offset any overpayments. 
The information in the fo l lowing paragraphs appl ies to you when 1) you are not covered by e ither 
Medicare Part A (hospital insurance) or Part B (medical insurance), or both, 2) you are enrol led in 
th i s  Plan as an annuitant or as a former spouse or fam ily member covered by the fami ly  enrol lment 
of an annu itant or former spouse, and 3) you are not employed in a position which confers FEHB 
coverage. 
I f  you are not covered by Medicare Part A, are age 65 or o lder or become age 65 whi le receiving 
i npatient hospital services, and you rece ive care i n  a Medicare participating hospital, the law 
(5  U .S .C .  8904(b)) requires the Plan to base its payment on an amount equivalent to the amount 
Med icare would have a l lowed if you had Medicare Part A .  This amount is cal led the equ ivalent 
Medica re amount. A fter the Plan pays, the law proh ibits the hospital from charging you for 
covered services after you have paid any deduct ib les, coinsurance, or copayments you owe under 
the Plan. Any coinsurance you owe wi l l  be based on the equivalent Medicare amount, not the 
actual charge . You and the P lan, together, are not legal ly  obl igated to pay the hospital more than 
the equiva lent Medicare amount. 
The Carrier ' s  expl anation of benefits (EOB) w i l l  te l l  you how much the hosp ital can charge you i n  
addit ion to  what t he  P lan paid .  I f  you  are b i l led more than the hospital i s  al lowed to  charge, ask the 
hospital to reduce the b i l l .  lf you have already paid more than you have to pay, ask for a refund. I f  
you cannot get  a reduction or refund, or are not sure how much you owe, ca l l  your Loca l  P lan at  the 
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Blue Cross and Blue Shield Service Benefit Plan, 2000 
Cla ims for physi cian serv ices provided for retired FEHB members age 65 and o lder who do not 
have Medicare Part B are also processed in accordance w ith 5 U .S .C .  8904(b) .  Th is  l aw mandates 
the use of  Medicare Part B l im its for covered physic ian serv ices for those members who are not 
covered by Medicare Part B. 
The Plan is requ ired to base its payment on the Medica re-approved amount (wh ich is the 
Medicare fee schedu le for the serv ice), or the actual charge, wh ichever is lower. If your phys ic ian 
is  a member of the P lan ' s  Preferred Prov ider Organ ization (PPO) and part ic ipates w ith Med icare, 
the P lan w i l l  base its payment on the lower of these two amounts and you are respons ib le  only for 
any deduct ib le and the PPO copayment or coinsurance. 
I f  you go to a PPO phys ic ian who does not part ic ipate w ith Medicare, you are respons ib le  for any 
deduct ib le and the copayment or coinsurance .  I n  addit ion, un less the provider ' s  agreement w ith the 
Local Plan spec i fies otherwise ,  you must pay the d ifference between the Med icare-approved 
amount and the l im iting charge ( 1 1 5% of the Medicare-approved amount). 
I f  your phys ic ian is not a Plan PPO physician but part ic ipates w ith Med icare, the Plan w i l l  base its 
regu lar benefit payment on the Medicare-approved amount. For instance, under th is Plan ' s  
Standard Option surgical benefit, the Plan w i l l  pay 7 5 %  o f  the Medicare-approved amount. You 
w i l l  only be respons ib le for any deductib le  and coinsurance equal to 25% of the Medicare-approved 
amount .  
I f  your phys ic ian does not participate w ith Medicare, the Plan w i l l  st i l l  base its payment on the 
Medicare-approved amount .  However, i n  most cases you wil l  be respons ib le for any deductib le ,  the 
coinsurance or copayment amount, and any balance up to the l im it ing charge amount ( 1 1 5% of  the 
Medicare-approved amount). 
S ince a phys ic ian who part ic ipates w ith Medicare is  only perm itted to b i l l  you up to the Medicare 
fee schedu le  amount even if you do not have Medicare Part B, it is genera l ly to your financia l  
advantage to use a physic ian who part ic ipates with Medicare .  
The  Carr ier 's exp lanation of  benefits (EOB) w i l l  te l l  you  how much the  physic ian can charge you  i n  
add it ion to  what the  Plan paid. I f  you  are b i l led more than the  physic ian is  a l lowed to  charge, ask 
the phys ic ian to reduce the b i l l .  If you have already paid more than you have to pay, ask for a 
refund .  If you cannot get a reduction or refund, or are not sure how much you owe, ca l l  your Local 
P lan at the telephone number on the back of your identification card for ass i stance .  




To precertify a 
scheduled 
admission :  
Precertification evaluates the medical necessity of  proposed admissions and the number of  days 
required to treat your condition. You are responsible for ensuring that the precertification 
requirement is met. You or your doctor must check with your Plan before being admitted to the 
hospital. If that doesn't happen, your Plan will reduce benefits by $500. Be  a responsible 
consumer. Be aware of your Plan's cost containment provisions. You can avoid penalties and keep 
premiums under control by following the procedures specified in this subsection. 
Precert ificat ion is  not a guarantee of benefit payments. Precert ification of an inpatient adm iss ion i s  
a predeterm ination that, based on the information g iven ,  the adm ission meets the medica l  necessity 
requ i rements of the Plan .  It is your responsib i l i ty to ensure that precertification is obtained. If 
precert ification is  not obtained and benefits are otherwise payab le, benefits for the adm iss ion w i l l  be 
reduced by $500 .  When you cal l to obtain precert ificat ion, be sure also to veri fy whether the 
hosp ital is a Preferred, Member or Non-member hospital . 
• You, your representative, your physician, or your hospital must ca l l  the Local P lan prior to 
admiss ion .  
• Prov ide the fol lowing i nformation : enrol lee ' s  name and Plan ident ificat ion number; patient ' s  
name, b irth date, and phone number; reason for  hospital izat ion, proposed treatment, o r  surgery ; 
name of hospital or faci l ity; name and phone number of admitt ing phys ic ian ;  and number of 
p lanned days of confinement. 
The Local Plan w i l l  then tell the phys ic ian and/or hospital the number of approved days of 
confinement for the care of the patient ' s  condit ion. Written confirmation of the cert ificat ion 
decision wi l l  be sent to you, your physic ian, and the hospital .  I f  the length of stay needs to be 
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Blue Cross and Blue Sh ield Service Benefit Plan, 2000 
If any addit ional days are requ ired, your physic ian or the hospital must request certification for the 
additional days .  If the adm ission is precertified but you remain confined beyond the number of 
days cert ified as medical ly necessary, the Plan w i l l  not pay for charges incurred on any extra days 
that are determ ined not to be medical ly necessary by the Carrier during the claim rev iew . 
• Medicare Part A, or another group health insurance pol icy, is the primary payer for the hospital 
confinement (see pages 43 and 45) .  Precertification is requ ired, however, when Medicare 
hospital benefits are exhausted prior to using l ife t ime reserve days. 
• You are confined in a hosp ital outside the United States .  
When there is an emergency adm ission due to a condit ion that puts the patient ' s  l i fe in danger or 
could cause serious damage to bod i ly function, you, your representative, the physician, or the 
hospital must telephone the Local Plan w ith in  two bus iness days following the day of adm ission, 
even if the patient has been discharged from the hospita l .  Otherw ise, inpatient benefits otherwise 
payab le for the admission w i l l  be reduced by $500 .  
Precertification is not required for matern ity adm issions for routine del iveries. However, if your 
medical condition requ ires you to stay more than 48 hours after a vaginal del ivery or 96 hours after 
a cesarean section, your physic ian or the hosp ital must contact the Local Plan for certification of 
additional days . The Plan wi l l  not pay for charges incurred on any extra days that are not medical ly 
necessary . Certification for additional days must a lso be requested for a covered newborn confined 
beyond the mother 's  d ischarge date. 
An early determ ination of need for confinement (precert ification of the medical necessity of 
inpatient adm ission) is binding on the Local Plan un less the Local Plan is m i s led by the information 
given to it . After the claim is received, the Local P lan w i l l  first determ ine whether the adm ission 
was precertified and then provide benefits accord ing to a l l  of the terms of this brochure. 
I f precertification is not obtained before adm ission to the hosp ital (or within two business days 
fol lowing the day of an emergency admission), a med ical necessity determination w i l l  be made at 
the t ime the c laim is fi led. If the Local Plan determines that the hospital ization was not medical ly 
necessary,  the inpatient hospital benefits w i l l  not be paid .  However, medical supplies and serv ices 
otherwise payable on an outpatient basis wil l be paid. 
If  the c laim review determ ines that the admission was medical ly necessary, any benefits payable 
according to a l l  of the terms of this brochure w i l l  be reduced by $500 for fai l ing to have the 
adm ission precertified. 
If the adm ission is determ ined to be medica l ly necessary, but part of the length of stay was found 
not to be medically necessary, inpatient hosp ital benefits w i l l  not be paid for the port ion of the 
confinement that was not medically necessary . However, medical serv ices and suppl ies otherw ise 
payab le on an outpatient bas is wi l l  be paid . 
Before the fo l lowing services are rendered, you or your prov ider should contact I) the Local P lan 
where the services w i l l  be rendered, 2) the Retai l  Pharmacy Program for certain drugs and supplies, 
or 3) the Carrier for the c l in ical  trials benefit for certain  organ/tissue transplant procedures, for 
information and procedures for prior approval . 
• Home health care (High Option)-The Local P lan wi l l  request the medical evidence it needs 
to make its coverage determination (see page 32) .  
• Home hospice care-The Local Plan wi l l  request the medical evidence it needs to make its 
coverage determination (see page 33 ) .  
• Organ/tissue transplants-The Local P lan wi l l  request the medical evidence it needs to make 
its coverage determ ination . The Local P lan w i l l  cons ider whether the faci l ity is approved for 
the procedure and whether the patient meets the faci l ity ' s  criteria (see page 1 9) .  
• Clin ical  trials for certain organ/tissue transplants-The Carrier wi l l  request the records i t  
needs to make i ts  coverage determ ination .  Inqu iries and prior approval requests should be 
directed to the C l inical Trials I nformation Unit of the B lue Cross and B lue Shield Association 
at 1 -800/225-2268 (see page 1 9) .  This number is for prior approval of c l in ical trials for bone 
marrow and peripheral b lood stem cell transplan t  support procedures for multiple myeloma, 
breast cancer, epithe l ial ovarian cancer, chronic myelogenous leukem ia, chronic lymphocytic 
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Blue Cross and Blue Shield Serv ice Benefit Plan, 2000 
• Prescription drugs and suppl ies-The Retai l  Pharmacy Program w i l l  request the med ical 
ev idence it needs to make its coverage determinat ion .  Drugs and supplies that requ ire prior 
approval also requ ire 1 )  payment in  full at time of purchase ( inc lud ing Preferred pharmac ies) 
and 2) the member 's  subm ission of the expense(s) on a c laim form . Preferred pharmac ies w i l l  
not fi l e  these expenses for  you . 
For serv ices w ith coinsurance or copayments (other than those shown below as excluded from th is 
Catastrophic Protection Benefit), you pay noth ing for Covered charges for the remainder of the 
calendar year if out-of-pocket expenses for certain coinsurance, copayments, the calendar year 
deduct ib le ,  and per admission deductibles in that calendar year exceed $2,700 (High Option) or 
$3 ,750 (Standard Option) for you and any covered family members . 
When your e l ig ible out-of-pocket expenses, as discussed above, from using Preferred prov iders 
(when the services are e l igible to be received from Preferred providers) exceed $ 1 ,000 (High 
Option) or $2,000 (Standard Option), you pay noth ing for Covered charges for covered expenses 
when you continue to se lect Preferred providers for the remainder of the calendar year. Whether or 
not you use Preferred prov iders, your share of out-of-pocket expenses wi l l  not exceed $2,700 (High 
Option) or $3 ,750 (Standard Option) in a calendar year. 
Out-of-pocket expenses for the purposes of th is  benefit are : 
• The calendar year deductible of $ 1 50 (High Option) or $200 (Standard Option); 
• The per adm ission deductible of $ 1 00 (High Option) or $250  (Standard Option) you pay for 
inpat ient Non-preferred hospital care ; 
• The $ 1 0  (High Option) and $25 (Standard Option) copayments that you pay for outpatient 
fac i l ity care and outpatient faci l ity surgical care in Preferred fac i l it ies under Other Medical 
Benefits; 
• The $50 (High Option) and $ 1 00 (Standard Option) copayments that you pay for outpatient 
fac i l ity care and outpatient faci l ity surgical care in Member fac i l it ies under Other Medical 
Benefits ; 
• The 5% PPA (High Option) and 1 0% PPA (Standard Option) coinsurance you pay for care 
provided by Preferred phys icians, the 20% PAR (High Option) and 25% PAR (Standard 
Option) coinsurance you pay for care provided by Partic ipat ing physic ians, and the 20% NPA 
(High Option) and 25% NPA (Standard Option) coinsurance you pay for care provided by 
Non-participating phys icians and other covered professionals under Inpatient Hosp ital Benefits, 
Surgical Benefits, Maternity Benefits, and Other Medical Benefits; 
• The $ 1 2  copayment (under High and Standard Options) that you pay for each home and 
office vis it , physician ' s  outpatient consultat ion, and second surgical opinion when provided by 
a Preferred physic ian under Other Medical Benefits, Physic ian care, or each preventive 
(screening) physical exam ination when provided by a Preferred physic ian or Preferred faci l ity 
under Additional Benefits, Preventive services provided by Preferred provi ders ; 
• The 1 5% PPA (High Option) and 25% PPA (Standard Option) coinsurance you pay for 
pharmacy-obtained drugs when prov ided by a Preferred pharmacy, and 35% A WP (High 
Option) and 45% A WP (Standard Option) coinsurance you pay for pharmacy-obtained drugs 
when provided by a Non-preferred pharmacy under Prescription Drug Benefits ; and 
• Mai l  Service Prescription Drug copayments . 
The fo l lowing expenses are not included under this Catastrophic  Protection Benefit They are not 
counted toward e l igible out-of-pocket expenses and are not payable  by the Plan when the 
Catastroph ic Protection Benefit out-of-pocket l imits have been reached: 
• Expenses in excess of Al lowable charges or maximum benefit l im itations; 
• The 3 0% of the Non-member rate coinsurance you pay for Non-member inpat ient faci l ity care ; 
• The $ 1 00 (High Option) and $ 1 50 (Standard Option) copayments you pay for Non-member 
outpatient faci lity care ; 
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• Any amounts you pay because benefits have been reduced for non-compliance w ith th is Plan ' s  
cost conta inment requ irements (see pages 47-48) . 
I f  you changed to th is Plan during open season from a plan w ith a catastroph ic  protection benefit 
and the effective date of the change was after January I ,  any expenses that would have app l ied to 
that p lan ' s  catastrophic protect ion benefit during the prior year w i l l  be covered by your old p lan if 
they are for care you got in January before the effective date of your coverage in this Plan . If you 
have already met the covered out-of-pocket maximum expense level in fu l l ,  your old plan ' s  
catastrophic protect ion benefit w i l l  cont inue t o  apply unti l the effect ive date . I f  you have not met 
th is expense level in ful l ,  your o ld p lan w i l l  first apply your covered out-of-pocket expenses unt i l 
the prior year ' s  catastrophic level is reached and then apply the catastroph ic  protection benefit to 
covered out-of-pocket expenses incurred from that po int unt i l  the effective date . The old plan wi l l  
pay these covered expenses according to th is year ' s  benefits; benefit changes are effective on 
January 1 .  
I f  you change options in  th i s  Plan during the calendar year, the amounts a lready accumulated 
toward the PPO and Non-PPO catastrophic protection out-of-pocket l im its of your old option w i l l  
be credited to  the  out-of-pocket l im its of your new option . 
A n  injury caused by an external force or e lement such as a b low or fal l  and which requires 
immediate medical attent ion, inc lud ing an imal  b ites and poison ings. 
Dental care for acc idental injury is l im ited to dental treatment necessary to repai r  sound natural 
teeth . I nj ury to the teeth wh i l e  eat ing is not cons idered an acc idental inj ury . 
The period from entry (admission) into a hospital or other covered fac i l ity unti l discharge .  I n  
counting days of  inpatient care, the date of  entry and the date of d ischarge are counted a s  the 
same day .  
See  Covered charges. 
The admin istration by inj ection or inhalat ion of a drug or other anesthetic agent ( inc lud ing 
acupuncture) to obtain  muscu lar re laxat ion, loss of sensation, or loss of consciousness. 
An  authorizat ion by an enrol lee or spouse for the Carrier to issue payment of benefits d irectly to the 
prov ider. The Carrier reserves the right to pay the member d irect ly for a l l  covered serv ices. 
See Covered charges .  
See Covered charges .  
See Covered charges .  
January 1 through December 3 I of the same year. For new members, the calendar year begins on 
the effective date of their enro l lment and ends on December 3 1  of the same year. 
The Blue Cross and B lue Shie ld Association, on behalf of local B lue Cross and Blue Shield Plans. 
A sess ion to confirm the patient ' s  d iagnosis and establish a treatment p lan and, during the course of 
treatment, to evaluate the patient' s  response to treatment. 
Hospital i npatient care by a physic ian other than the attending physic ian 1 )  for a condition not 
re lated to the primary d iagnosis, or 2) because the medical complexity of the patient ' s  condition 
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A condition existing at or from birth which is  a s ign ificant deviation from the common form or 
norm . For purposes of th is Plan, congen ital anomalies inc lude protruding ear deformities, c left l ips, 
c left palates, birthmarks, webbed fingers or toes and other conditions that the Carrier may determ ine 
to be congen ital anomal ies .  I n  no event wi l l  the term congen ital anomaly include condit ions 
re lat ing to teeth or intra-oral structures supporting the teeth . 
Any operative procedure or any portion of a procedure performed primari ly to improve physical 
appearance and/or treat a mental condition through change in bod i ly form . 
Charges for covered services .  The fo l lowing are considered Covered charges :  
Allowable charge-There are four types of Al lowab le  charges : the Preferred Provider A l lowance 
(PPA), which appl ies to charges from Preferred professionals and pharmac ies; the Partic ipating 
Provider A l lowance (PAR), which app l ies to charges from Participating professional providers ; the 
Non-part icipating Prov ider A l lowance (NPA), wh ich app l ies to charges from Non-part ic ipating 
professional providers; and the Average Wholesa le Price (A WP), which app l ies to charges from 
Non-preferred phannac ies . If you are age 65 or o lder and not enro l led in Medicare, th is may not 
apply (see pages 46-4 7). The defin ition of each A l l owable charge is: 
-Preferred Provider Allowance (PPA)--A negotiated a l lowance most Preferred 
professionals and pharmacies agree to accept as payment in fu l l ,  when the Plan pays 
primary benefits. (See pages 1 0- 1 1 for information about Preferred physicians and 
acceptance of the Preferred Provider A l lowance in your Local Plan area .) 
-Partic ipating Provider Allowance (PAR)--A negotiated a l l owance most Partic ipat ing 
professionals agree to accept as payment in fu l l ,  when the Plan pays primary benefits. (See 
pages I 0- 1 I for information about Part ic ipat ing physic ians and acceptance of the 
Part icipating Prov ider A l lowance in your Local P lan area.) 
-Non-partic ipating Provider Allowance (NPA)--An al lowance equal to the greater of 
1 )  the Medicare part icipat ing fee schedu le amount for the serv ice or supply in the 
geographic area in which it was performed or obtained (or 60% of the B i l led charge if there 
is no equivalent Medicare fee schedu le amount) or 2) 80% of the 2000 Usual ,  Customary 
and Reasonable (VCR) amount for the service or supply in the geographic area in which it 
was performed or obtained.  
-Usual, Customary and Reasonable (UCR)--
Profi le :  Local Plans determ ine re imbursement for covered serv ices by applying a profile .  
The profi le is developed from the actual  charges by providers i n  their area. The profi l es  are 
genera l ly updated annua l ly ;  however, local exceptions may apply .  
Accepted a l lowance:  Local P lans may determ ine re imbursement for covered expenses 
based on an accepted al lowance instead of a profi le .  Accepted a l lowances are based on 
what Partic ipating providers are accepting as payment in fu l l  in the Local Plan area. 
Non-part ic ipat ing physic ians and other Non- participating providers are under no  obl igation 
to accept the Plan ' s  a l lowance as payment in  fu l l .  If you use Non-participating prov iders, 
you w i l l  be responsib le for the d ifference between the Plan ' s  payment and the provider' s 
charge, inc luding any appl icable copayments, coinsurance, or deductibles .  
-Average Wholesale Price (A WP)-The average wholesale price of a drug on the date the 
drug is  d i spensed, as set forth in the most current vers ion of First DataBank ' s  National Drug 
Data F i le .  
Non-preferred pharmac ies are under no  obl igation to accept the P lan ' s  al lowance as  
payment in ful l .  I f  you use Non-preferred pharmacies, you wi l l  be responsible for the 
d ifference between the Plan ' s  payment and the pharmacy ' s  charge, inc luding app l icable 
coinsurance and deductibles .  
• Average charge-An amoun t  establ ished by the Local Plan for a Non-member faci l ity, not to 
exceed the average sem iprivate rate charged by s imi lar institut ions in the same area for 
i npatient care . A Non-member fac i l ity i s  not required to accept the Average charge as payment 
in ful l .  
• Billed charge-Charges for covered services b i l led by a prov ider (but see " If  provider waives 
your share" on page 8) .  Thi s  amount may be different from the total amount submitted by the 
provider because it does not inc lude charges for noncovered serv ices. 
5 1  
f 
Custodial  care 
Durable medical 
eq u ipment 
Effective date 
Enrol lee 
Experimenta l  or 
investigational  
:52  
Blue Cross and  Blue Sh ield Service Benefit Plan, 2000 
• Member rate--The negotiated amount of payment that the Local Plan has agreed is due to a 
Member fac i l ity from the Plan and the enro l lee for a claim at the time the claim is processed, 
inc l uding any sav ings the Local P lan rece ives from d iscounts that are known and that can be 
accurate ly calcu lated at the time the c laim is  processed. The Member rate may be subject to a 
periodic adjustment that general ly ,  but not always, decreases the negotiated amount of payment 
due to the fac i l ity for the claim . If  the payment is decreased, the amount of the decrease is 
credited to the reserves held for th is  Plan . I f  the payment is increased, the Plan pays that cost 
on behalf of the enro l lee . 
• Non-member rate--The Billed charge or the Average charge (see page 5 1 ) .  
• Preferred rate--The negotiated amount of payment that the Local P lan has agreed is due to a 
Preferred fac i l ity from the Plan and the enrol lee for a c laim at the t ime the claim is processed, 
inc luding any sav ings the Local P lan receives from d iscounts that are known and that can be 
accurate ly calcu lated at the t ime the claim i s  processed. The Preferred rate may be subject to a 
periodic adj ustment that general ly ,  but not always, decreases the negotiated amount of payment 
due to the fac i l ity for the c la im. I f  the payment is decreased, the amount of  the decrease is 
cred ited to the reserves held for th i s  P lan .  I f  the payment is  increased, the Plan pays that cost 
on behalf of the enrol lee .  
Treatment or serv ices, regard less of who recommends them or where they are prov ided, that could 
be rendered safely and reasonably by a person not medical ly sk i l led, or that are designed mainly to 
help the patient w ith dai ly l iv ing act iv it ies .  These act iv it ies include but are not l im ited to : 
I )  personal care such as help in :  walking; gett ing in and out of bed; bath ing; eating by spoon, tube 
or gastrostomy; exerc is ing;  dress ing; 
2) homemaking, such as preparing meals or specia l  d i ets ; 
3 )  moving the patient; 
4) act ing as compan ion or s itter; 
5 )  superv is ing medication that can usua l ly  be self-admin i stered ; or 
6) treatment or serv ices that any person may be able to perform w ith min imal instruct ion, inc lud ing 
but not l im ited to record ing temperature, pu l se ,  and resp irations, or adm in i strat ion and 
mon itoring of feeding systems. 
The Carrier, i ts medical staff and/or an i ndependent medical review determ ines wh ich services are 
custod ia l  care . 
Equipment and supp l ies that: 
1 )  are prescribed by your phys ic ian ;  
2) are medical ly necessary; 
3 )  are primari ly and customari ly used on ly for a medical purpose; 
4) are general ly useful on ly to a person w ith an i l lness or inj ury ; 
5 )  are designed for pro longed use;  and 
6) serve a specific therapeutic purpose i n  the treatment of an i l lness or injury . 
The date the benefits described i n  th is brochure are effective: 
1 )  January I for cont inuing enrol lments and for al l annuitant enro l lments; or 
2 )  for enro l lees who change p lans or opt ions or elect FEHB coverage during the open season for 
the first time and for new enrollees during the calendar year, but not during the open season, the 
effective date of enro l lment as determined by the employing office or retirement system.  
The contract holder el igible for enro llment and coverage under the Federal Employees Health 
Benefits Program and enrol led in the Plan .  
See page 1 2 .  
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Blue Cross and Blue Sh ield Service Benefit Plan ,  2000 
Health care coverage that a member is e l ig ib le for because of emp loyment by, membersh ip in, or 
connection with, a particu lar organ izat ion or group that prov ides payment for hospita l ,  medical, or 
other health care services or supp l ies, or that pays a specific amount for each day or period of 
hospital ization if the specified amount exceeds $200 per day, including extension of any of these 
benefits through COBRA. 
Medical care provided to homebound pat ients who require cont inuous, act ive and ski l led care at 
home. 
An organ izat ion that has a written agreement with the Local P lan to provide home health care 
services . 
An integrated set of serv ices and suppl ies designed to provide pa l l iative and supportive care to 
term inal ly i l l  patients in their homes. 
The max imum amount the P lan w i l l  pay on your behalf for covered serv ices rendered while you are 
enro l led in your option . Benefit amounts accrued under H igh Option and Standard Option are 
accumulated in a permanent record regard less of the number of enro l lment changes. 
A Blue Cross and B lue Shield Plan serv ing a spec ific geographic area. 
Services, dru gs ,  supplies, or equipment provided by a hosp ital or covered prov ider of health care 
serv ices that the Carrier determines :  
I )  are appropriate to d iagnose or treat the pat ient ' s  condit ion ,  i l lness or injury; 
2) are cons istent w ith standards of good medical pract ice in the Un i ted States; 
3 )  are not primar i ly  for the personal comfort or conven ience of the patient, the fami ly, or the 
prov ider; 
4) are not a part of or associated with the scholastic education or vocational train ing of the patient; 
and 
5) in the case of inpatient care, cannot be provi ded safe ly on an outpatient bas is .  
The fact that a covered prov ider has prescribed, recommended, or approved a serv ice, supply ,  drug, 
or equipment does not, in itse lf, make it medical ly  necessary . 
See Covered charges. 
Enro l lees and fam i ly members e l ig ib le for coverage under the Federal Employees Health Benefits 
Program and enro l led in the Plan. 
Condit ions and d iseases l i sted i n  the most recent edit ion of the International Class ification of 
D iseases (ICD) as psychoses, neurotic disorders, or persona l i ty d isorders ; other non psychot ic 
mental d isorders l i sted in  the !CD, to be determined by the Carrier; or d isorders l i sted i n  the !CD 
requ ir ing treatment for abuse of or dependence upon substances such as alcohol ,  narcot ics ,  or 
hal lucinogens. 
See Covered charges. 
A Non-partic ipati ng  physic ian does not have an agreement w ith the local B lue Sh ie ld  Plan . 
Payment can be made to the physician or to the member, at the Local P lan ' s  option . The member is 
respons ib le for the balance, if any, between the Local P lan ' s  payment and the physic ian ' s  charge. 
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A Partic ipat ing phys ic ian is  one who, at the time a covered serv ice is  rendered, has a written 
agreement w ith the l ocal B lue Shie ld Plan; payment is  made to the Partic ipating physician based on 
a negotiated a l lowance (PAR, see Covered charges) agreed to between the Part ic ipating phys ic ian 
and the Local P lan. 
See Covered charges .  
The B lue Cross and B lue Shie ld Service Benefit Plan . 
The requirement to contact the Local Plan serving the area where the serv ices w i l l  be rendered 
before being admitted to a hospital for inpatient care, or within two business days fol lowing the 
admission when the hospital adm ission is an emergency. 
A Preferred phys ic ian i s  one who, at the time a covered service is  rendered, has a written agreement 
w ith the local B lue Sh ie ld P lan ;  payment is made to the Preferred physic ian based on a negotiated 
a l lowance (PPA, see Covered charges) agreed to between the Preferred physic ian and the Local 
P lan .  
See Covered charges .  
An arrangement between Local Plans and physicians, hospitals, health care institutions, o r  other 
health care professionals (or for pharmac ies, PCS Health Systems, Inc . )  to prov ide services to you at 
a reduced cost. The PPO (also known as the Preferred Provider Program-PPP) provides members 
the opportun ity to reduce their out-of-pocket expenses for care by selecting fac i l it ies and prov iders 
from among a specific group of health care prov iders. Preferred providers are avai lable in most 
l ocat ions; your use of them whenever poss ible helps contain health care costs and reduces your out­
of-pocket costs . The se lection of PPO providers is sole ly the Local P lan ' s  (or for pharmacies, PCS 
Health Systems, Inc . )  respons ib i l i ty ;  continued partic ipation of any specific PPO provider cannot be 
guaranteed . 
See Covered charges .  
Written assurance that benefits wi l l  be provided from 1)  the Local P lan where the serv ices wi l l  be 
rendered, 2) the Retai l  Pharmacy Program or the Mai l Service Prescription Drug Program for 
prescription drugs and suppl ies ,  or 3 )  the Carrier for the c l i n ical trials benefit for certain 
organ/tissue transp lant procedures .  Home health care , home hospice care, certain drugs and 
suppl ies, and certain  organ/tissue transplant procedures require prior approval .  For further 
i nformation, see pages 48-49.  
A device that i s  surgica l ly i nserted or physica l ly attached to the body to restore a bodi ly funct ion or 
repl ace a physical port ion of the body. 
Services that are not re lated to a spec ific i l lness, injury, set of symptoms, or matern ity care . 
A tooth that is whole or properly restored (restoration by amalgams only) ;  is without impairment, 
periodontal , or other conditions ;  and is  not in need of the treatment provided for any reason other 
than an accidental i njury . For purposes of th is P lan ,  a tooth with a crown is not considered a sound 
natural tooth . 
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Section 10. FEHB Facts 
You have a right to 
the following 
information .  
Where do I get 
information about 
enroll ing in  the 
FEHB Program? 
When are my 
benefits and 
premiums effective? 
What happens when 
I retire? 
What types of 
coverage are 
available for me and 
my family? 
Are my medical and 
claims records 
confidential?  
OPM requ ires that a l l  FEHB p lans comply w ith the Patients ' B i l l  o f  Rights, which gives you the 
right to information about your health p lan, i ts networks, providers and faci l it ies .  You can also find 
out about care management, which includes medical pract ice guidel ines, d isease management 
programs and how we determ ine if procedures are experimental or investigat ional . OPM ' s  webs ite 
(www.opm.gov) l ists the spec ific types of information that we must make avai lable to you . 
I f  you want specific i nformation about us, cal l or write to us at the telephone number and/or address 
l i sted on the back of your I D  card, or v is it our website at (www. fepblue .org) .  
Your  employing or retirement office can  answer your questions, and give you  a Gu ide to  Federal 
Employees Health Benefits Plans, brochures for other p lans and other material you need to make an 
infonned decis ion about: 
• When you may change your enro l lment; 
• How you can cover your fami ly members ; 
• What happens when you transfer to another Federal agency, go on leave without pay, enter 
m i l itary service, or retire; 
• When your enro l lment ends; and 
• The next Open Season for enrol lment. 
We don ' t  determ ine who is  e l ig ib le for coverage and, in most cases, cannot change your enro l lment 
status without information from your employing or reti rement office. 
The benefits in th is  brochure are effective on January I .  I f  you are new to th is p lan,  your coverage 
and premiums begin on the first day of your first pay period that starts on or after January 1 .  
Annu itants' premiums begin January 1 .  
When you ret ire, you can usual ly stay i n  the FEHB Program . Genera l ly, you must have been 
enro l led in the FEHB Program for the last five years of your Federal service.  I f  you do not meet 
this requirement, you may be e l ig ib le for other forms of coverage, such as Temporary Continuation 
of Coverage, which is described later in  th is sect ion . 
Se lf-Only coverage is for you alone. Se lf and Fami ly  coverage is for you, your spouse, and your 
unmarried dependent ch i ldren under age 22,  inc l uding any foster or step-chi l dren your employ ing 
or ret irement office authorizes coverage for. Under certain circumstances, you may also get 
coverage for a disabled chi ld 22 years of age or older who became incapable  of se l f-support before 
age 22 .  
If  you have a Self-On ly enro l lment, you may change to  a Se lf  and Fam i ly enro l lment if  you marry, 
give b irth or add a ch i ld to your fami ly .  You may change your enro l lment 3 1  days before to 60 
days after you give b irth or add the chi l d  to your fami ly .  The benefits and prem iums for your Se l f  
and Fam i ly enro l lment begin on  the first day of  the pay period in which the ch i ld i s  born or 
becomes an e l ig ib le fami ly  member. 
Your employing or reti rement office w i l l  not notify you when a fam i ly member is  no longer e l ig ib le 
to rece ive health benefits, nor w i l l  we. Please tel l  us immediate ly when you add or remove fami ly 
members from your coverage for any reason, inc lud ing d ivorce. 
If  you or one of your fami ly  members i s  enrol led in one FEHB plan, that person may not be 
enrol led in another FEHB plan .  
We wi l l  keep your medical and c la ims information confidentia l .  On ly  the  fo l lowing w i l l  have 
access to it: 
• OPM, th is  P lan, and our subcontractors when they administer this contract; 
• Thi s  plan, and appropriate th ird parties, such as other insurance p lans and the Office of 
Workers ' Compensation Programs (OWCP), when coordinating benefit payments and 
subrogating claims; 
• Law enforcement officials when investigating and/or prosecuting a l leged c iv i l  or criminal 
actions; 
• OPM and the General Accounting Office when conducting audits ; 
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• Ind ividuals involved in bona fide medical research or education that does not d isc lose your 
identity; or 
• OPM, when rev iew ing a d isputed c laim or defending l i t igation about a c laim. 
• As part of our adm in istrat ion of prescription drug benefits, we may disclose information about 
your prescription drug uti l ization, inc luding the names of prescribing physicians, to any treat ing 
physicians or d ispensing pharmac ies . 
We w i l l  send you an Identification (ID) card . Use your copy of the Health Benefits Election Form,  
SF-2809,  or  the  OPM annu itant confirmation letter unti l you receive you ID  card . You can a l so  use 
an Employee Express confirmation letter. 
Your o ld  plan ' s  deduct ib le  continues unt i l  our coverage begins. 
We w i l l  not refuse to cover the treatment of a condition that you or a fami ly member had before you 
enro l led in th is Plan solely because you had the condition before you enro l led. 
You w i l l  receive an additional 3 I days of coverage, for no add itional prem ium, when : 
• Your enro l lment ends, un less you cance l  your enro l lment, or 
• You are a fam i ly member no longer e l ig ib le for coverage . 
You may be e l ig ib le for former spouse coverage or Temporary Continuation of Coverage . 
If you are d ivorced from a Federal employee or annuitant, you may not continue to get benefits 
under your former spouse ' s  enro l lment . But, you may be e l ig ib le for your own FEHB coverage 
under the spouse equ ity law .  If you are recently divorced or are ant icipating a d ivorce, contact your 
ex-spouse ' s  employing or ret irement office to get more information about your coverage choices. 
Temporary Continuation of Coverage (TCC). If  you leave Federal service or if you lose coverage 
because you no longer qual i fy as a fam i ly member, you may be e l ig ib le for TCC.  For example ,  you 
can rece ive TCC if you are not able to continue your FEHB enro l lment after you retire .  You may 
not e lect TCC if you are fired from your Federa l  job due to gross m isconduct. 
Get the Rl 79-27, which describes TCC, and the Rl 70-5, the Guide to Federal Employees Health 
Benefits Plans for Temporary Continuation of Coverage and Former Spouse Enro l lees from your 
employing or retirement office . 
Key points about TCC : 
• You can pick a new p lan . 
• If you leave Federal serv ice, you can receive TCC for up to 1 8  months after you separate. 
• I f  you no  longer qual ify as a fam i ly  member, you can receive TCC for up to 36  months. 
• Your TCC enro l lment starts after regu lar coverage ends. 
• I f  you or your employing office delay processing your request, you sti l l  have to pay premiums 
from the 32nd day after your regular coverage ends, even if several months have passed.  
• You pay the total premium, and general l y  a 2-percent administrative charge. The government 
does not share your costs . 
• You receive another 3 1 -day extension of coverage when your TCC enrol lment ends, un less you 
cance l  your TCC or stop paying the premium . 
• You are not e l ig ib le for TCC if you can receive regular FEHB Program benefits. 
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I f  you leave Federal service your employing office wi l l  notify you of your right to enro l l  under 
TCC. You must enrol l  within 60 days of leaving, or receiving th is notice, whichever is  later. 
Chi ldren : You must notify your employing or retirement office with i n  60 days after your chi ld is 
no longer an e l igible fam i ly member. That office w i l l  send you information about enrol l ing in 
TCC .  You must enrol l  your child with in 60 days after they become el ig ib le for TCC, or receive th is 
notice, whichever is later. 
Former spouses : You or your former spouse must not ify your employing or retirement office 
w ith in  60 days of one of these qual ify ing events : 
• D ivorce 
• Loss of spouse equ ity coverage with in  3 6  months after the d ivorce. 
Your employing or ret irement office wil l  then send your former spouse information about enrol l ing 
in  TCC .  Your former spouse must enro l l  with i n  60 days after the event, which qual ifies them for 
coverage, or rece iving the information, wh ichever is  later. 
Note : Your chi ld or former spouse loses TCC e l ig ib i l ity un less you or your former spouse notify 
your employing or retirement office with in  the 60-day dead l ine .  
You may convert to an indiv idual pol icy if: 
• Your coverage under TCC or the spouse equity law ends .  If you canceled your coverage or did 
not pay your prem ium, you cannot convert. 
• You decided not to receive coverage under TCC or the spouse equ ity law ;  or 
• You are not e l igible for coverage under TCC or the spouse equity law .  
I f  you leave Federal service, your employing office  w i l l  notify you if indiv idual coverage i s  
avai lable .  You  must apply in writing to  us w ith i n  3 1  days after you rece ive th is  notice .  However, if 
you are a fami ly member who is losing coverage, the employing or retirement office wi l l  not notify 
you . You must apply in writing to us w ith in  3 1  days after you are no longer e l ig ible for coverage. 
Your benefits and rates will d iffer from those under the FEHB Program ; however, you wi l l  not have 
to answer questions about your health, and we wi l l  not impose a waiting period or l imit your 
coverage due to pre-existing conditions. 
If  you leave the FEHB Program, we wi l l  give you a Certificate of Group Health Plan Coverage that 
indicates how long you have been enrol led with us .  You can use th i s  certificate when gett ing health 
insurance or other health care coverage. You must arrange for the other coverage with in  63 days of 
leaving th is  Plan . Your new plan must reduce or e l im inate waiting periods, l im itations or 
exc lusions for health re lated conditions based on the information in the certificate . 
I f  you have been enrolled with us for less than 1 2  months, but were previously enrol led in other 
FEHB p lans, you may request a certificate from them,  as wel l .  
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The National Defense Authorization Act for 1 999, Publ ic  law I 05-26 1 ,  estab l ished the 
DoD/FEHBP Demonstration Project. It a l lows some active and retired uniformed service members 
and their dependents to enro l l  in the FEHB Program . The demonstrat ion w i l l  last for three years 
beginning with the 1 999 Open Season for the year 2000.  Open Season enro l lments w i l l  be effective 
January 1 ,  2000. DoD and OPM have set up some special procedures to successful ly  implement the 
Demonstrat ion Project, noted below. Otherw ise, the provis ions described in th is brochure apply .  
DoD determines who is eligible to enroll in FEHBP. Generally, you may enroll if: 
• You are an active or ret ired un iformed serv ice member and are e l ig ib le for Medicare, 
• You are a dependent of an act ive or ret ired uniformed service member and are e l ig ib le for 
Med icare, 
• You are a qual ified former spouse of an active or ret ired un iformed service member and you 
have not remarried, or 
• You are a surv ivor dependent of a deceased active or ret ired uniformed service member, and 
• You l ive in one of the eight geographic demonstrat ion areas. 
If you are e l igible to enro l l  in a p lan under the regu lar Federal Employees Health Benefits Program, 
you are not e l ig ib le to enro l l  under the DoD/FEHBP Demonstration Project. 
• Dover AFB, DE 
• Commonwealth of Puerto Rico 
• Fort Knox, KY 
• Greensboro/Winston Salem/High Point, NC 
• Dal las, TX 
• Humboldt County, CA area 
• Naval Hospita l ,  Camp Pendleton, CA 
• New Orleans, LA 
Your first opportun ity to enro l l  w i l l  be during the 1 999 Open Season, November 8 ,  1 999, through 
December 1 3 , 1 999 .  Your coverage w i l l  begin January I ,  2000.  DoD has set-up an I nformation 
Processing Center ( I PC) in  Iowa to provide you with information about how to enro l l .  ! PC staff 
w i l l  verify your e l ig ib i l ity and prov ide you with FEHB Program information, p lan brochures, 
enro l lment instruct ions and forms.  The to l l -free phone number for the ! PC is  1 -877/DOD-FEHB 
( 1 -877 /363-3 342) . 
You may se lect coverage for yourse lf (se lf-on ly) or for you and your fami ly (se lf and fami ly) 
during the 1 999, 2000, and 200 I Open Seasons. Your coverage w i l l  begin January 1 of the year 
fol lowing the Open Season that you enrol led. 
I f  you become e l ig ib le for the DoD/FEHBP Demonstrat ion Project outside of Open Season, contact 
the IPC to find out how to enro l l  and when your coverage w i l l  begin . 
DoD has a web s ite devoted to the Demonstration Project. You can view information such as their 
Marketing/Beneficiary Education Plan, Frequently Asked Questions, demonstration area locations 
and zip code l i sts at www.tricare .osd .m i l/fehbp. You can also v iew information about the 
demonstrat ion project, inc luding "The 2000 Guide to Federal Employees Health Benefits Plans 
Partic ipating in the DoD/FEHBP Demonstration Project," on the OPM web s ite at www.opm.gov. 
See Section 1 0, FEHB Facts, for information about TCC . Under this Demonstration Project the 
only indiv idual e l ig ib le for TCC is one who ceases to be e l ig ib le as a "member of fami ly" under 
your self and fami ly  enro l lment. Th is occurs when a ch i ld  turns 22, for example, or if you divorce 
and your spouse does not qual ify to enro l l  as an unremarried former spouse under title 1 0, United 
States Code. For these indiv iduals, TCC begins the day after their enro l lment in the DoD/FEHBP 
Demonstration Project ends. TCC enro l lment term inates after 36  months or the end of the 
Demonstration Project, whichever occurs first. You, your ch i ld  or another person must notify the 
IPC when a fami ly member loses e l ig ib i l ity for coverage under the DoD/FEHBP Demonstration 
Project. 
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TCC is not avai lable if you move out of a DoD/FEHBP Demonstration Project area, you cancel 
your coverage, or your coverage is term inated for any reason . TCC is not avai lab l e  when the 
demonstration project ends. 
These prov is ions do not app ly to the DoD/FEHBP Demonstrat ion Project .  
Inspector General Advisory:  Stop Health Care Fraud ! 
Fraud increases the cost of health care for everyone. I f  you suspect that a physician, pharmacy, or hospital has charged you for 
services you did not receive, billed you twice for the same service, or misrepresented any information, do the following: 
• Call the provider and ask for an explanation. There may be an error. 
• If the provider does not resolve the matter, call us at 1 -800/FEP-8440 and explain the situation. 
• If we do not resolve the issue, call or write : 
Penalties for Fraud 
THE HEALTH CARE FRAUD HOTLINE 
202/418-3300 
U. S .  Office of Personnel Management 
Office of the Inspector General Fraud Hotline 
1 900 E Street, N.W. , Room 6400 
Washington, DC 204 1 5  
Anyone who falsifies a claim to obtain FEHB Program benefits can b e  prosecuted for fraud. Also, the Inspector General may 
investigate anyone who uses an ID card if they : 
• Try to obtain services for a person who is not an eligible family member; or 
• Are no longer enrolled in the Plan and try to obtain benefits. 
Your agency may also take administrative action against you. 
59 
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Consu ltat ions 1 6  
Contracept ive devices and drugs 23 ,  34 
Coordination of benefits 42-47 
Covered charges 5 1 -52 
Covered providers 8- 1 0  
Crutches 29 
Day-n ight hospital services 25  
Deduct ib le 6-7 
Definit ions 50-54 
Dental care 1 9, 29 , 36-37 , 4 1 , 50  
Diagnostic serv ices 26 ,  28 ,  3 1  
Disputed c laims review 1 2- 1 4  
Donor expenses (transplants) 1 9  
Dressings 1 6  
Durable  medical equipment 29 ,  3 3 ,  52 
Effective date of enrol lment 52 
Emergency admission 1 5 , 24, 48  
Experimental or i nvestigational 1 2  
Explanation of Benefits 3 9  
Extract ions 3 7  
Eyeglasses 29 ,  42 
Fam i ly deductible 7 
Fecal occult blood test 26 ,  28 ,  3 1  
F lexible benefits option 6 
60 
Freestanding ambulatory fac i l it ies 8-9, 22 Office vis its 27 ,  3 1  
General Exclusions 4 1 -42 Oral and max i l lofacial surgery 1 9 , 3 7  
General health screen ing 3 1  
Home health care 32 ,  48 ,  53  
Home hospice care 3 3 ,  48 ,  5 3  
Home infusion therapy 29  
Home nurs ing care 29,  3 0  
Home vis its 2 7  
Hosp ital rooms 
Private 1 5 , 2 1  
Semiprivate 1 5 , 2 1  
Immunizations 26,  28 ,  3 1  
Incubation charges 2 1  
Independent laboratories 9 ,  28 ,  3 1  
I nferti l i ty 22 
I nhospital physician care 1 6  
Inpatient Hospital Benefits 1 5- 1 7  
Insu l in 34 
I ntensive physician care 1 6  
Laboratory and pathological serv ices 
1 6- 1 7, 26-28 ,  3 1 -32  
L ifetime max imum 8 ,  25 ,  30 ,  53  
Local P lan  5 3  
Machine d iagnostic tests 
1 6- 1 7 , 26-28 ,  3 1 -32  
Magnetic Resonance Imagings (MR!s) 
1 6- 1 7 , 26-28 ,  3 1 -32  
Mail Service Prescription Drug Program 
Mammograms 26,  28 ,  3 1  
Maternity Benefits 2 1 -23 
Maximum Al lowable Charge (MAC) 
36-37 
Medicaid 46 
Medically necessary I 5 ,  4 1 ,  53  
Medica l ly underserved areas 1 0  
Medicare 42-44 
Medicare Summary Notice 39, 44-45 
Members 5 3  
Mental Condit ions/Substance Abuse 
Benefits 24-25 ,  5 3  
Merck-Medco Rx Serv ices 34-3 5 
Neurological test ing 29 
Newborn care 2 1 ,  3 1  
Non-FEHB Benefits 3 8  
Non-part ic ipating Provider Al lowance 
(NPA) 1 0, 49, 5 1 -52  
Nurse 
L icensed Practical Nurse 29 
Nurse Anesthetist 1 8 , 22 
Nurse M idwife 9, 22 ,  28 
Nurse Practit ioner 9 
Psych iatric Nurse 25  
Registered Nurse 29  
Nursery charges 2 1  
Nursing School Admin istered Cl in ic I 0 
Obstetrical care 2 1 -23  
Occupational therapy 26,  28 ,  30  
Ocular injury 29 
Ostomy and catheter suppl ies 29  
Other Medical Benefits 26-30 
Out-of-pocket expenses 49-50 
Outpatient accidental injury care 32 
Outpatient fac i l i ty care 26 
Overseas c la ims 1 1 ,  35 ,  40 
Oxygen 29 
Pap smear 26,  28 ,  3 1  
Partic ipat ing Prov ider Al lowance (PAR) 
1 0- 1 1 , 5 1 -53  
Pharmacotherapy 26,  2 8  
Physical exam ination 3 1  
Physical therapy 1 6, 26-28 ,  30  
Physic ian 9, 53 -54 
Pre-adm ission testing 1 6  
Precertification 6, 1 5 , 47-48, 54 
Preferred Prov ider A l lowance (PPA) 
1 0- 1 1 ,  49, 5 1 -52 ,  54 
Preferred Prov ider Organ ization (PPO) 
6 ,  54 
Prescription drugs 26,  2 8-29, 32 ,  34-3 5 , 40 
Preventive serv ices 26, 28 ,  3 1  
Prior approval 1 9 , 32-3 5 ,  48-49, 54 
Prostate cancer screening 26,  28 ,  3 1  
Prosthetic app l iance 29, 54 
34,35 Psychologist 9 ,  25 
Psychotherapy 25  
Radiation therapy 1 6 , 1 9, 26 ,  28  
Renal d ialysis 26,  28  
Room and board 1 5 , 1 7, 2 1  
Second surgical opin ion 27 
Sk i l led nursing fac i l ity care 9 ,  33 
Smoking cessat ion 8 ,  30 ,  34 
Social Worker 1 0, 25  
Speech therapy 26 ,  28 ,  3 0  
Spl ints 1 6  
Standard Option Dental Benefits 36-37 
Stem ce l l  transp lant support I 6 ,  1 8- 1 9, 28  
Steri l ization procedures 1 7, 20 ,  23  
Subrogation 45-46 
Substance abuse 8 ,  24-25 ,  53 
Surgery 1 7 -20 
Anesthesia 1 6, 1 8 , 22, 50  
Assistant surgeon 1 5 , 1 8  
Multiple procedures 1 8  
Oral 1 9, 37 , 4 1  
Outpatient 22, 27 
Reconstructive 20 
Syringes 34 
Temporary continuation of coverage 56-57 
Transplants 1 6 , 1 8- 1 9, 28 ,  48  
Vision care program 3 8  
Wel l  ch i ld care 3 1  
Wheelchairs 29 
Workers ' compensation 46 
X-rays 1 6- 1 7 , 26-28 ,  3 1 -32 ,  36 
rgery I 9, 3 7  
) l ies 29  
16-30 
49-50 
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6 1  
Summary of Benefits for the Blue Cross and Blue Shield Service Benefit Plan 
High Option-2000 
Do not rely on th is chart alone. All benefits are subj ect to the defin itions, l im itations, and exc lusions set forth in the brochure. Th is 
chart mere ly summarizes certain important expenses covered by the Plan . I f  you wish to enro l l  or change your enro l lment in th is  
P lan ,  be sure to indicate the correct enro l lment code on your enrol lment form (codes appear on the cover of th is brochure) . Al l  items 
below with an asterisk (*) are subj ect to the $ 1 50 per person ($300 per fam ily) calendar year deduct ib le .  This Plan has two options ;  a 



















Emergency care (Outpatient 




Protection aga inst 
catastrophic costs 
62 
High Option Pays Page 
PPO benefit :  You pay noth ing for un l im ited days 
Non-PPO benefit : After $ 1 00 per adm ission deductib le, you pay noth ing for unl im ited days 1 5  
PPO benefit :  You pay 5% PP A for physician serv ices 
Non-PPO benefit :  You pay 20% A l lowab le charge for physic ian serv ices . . . . . . . . . . . . . . . . . . . . . .  1 7-20 
PPO benefit :  You pay 5% PPA for physician medical care 
Non-PPO benefit: You pay 20% A l lowab le charge for phys ic ian medical care . . . . . . . . . . . . . . . . . . . .  1 6  
PPO benefit :  You pay noth ing for physic ian obstetrical care 
Non-PPO benefit :  Same benefits as for i l lness or i nj ury . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  2 1 -23 
Covered charges up to 1 20 days per  calendar year; you pay 20%* Al lowable charge for 
inpatient physic ian care 
PPO benefit :  You pay up to $7 5 per day for the first 1 20 days;  you pay a l l  charges thereafter 
Non-PPO benefit : You pay up to $ 1 50 per day in Member hospitals and up to $300 
per day in  Non-member hosp itals for the first 1 20 days per calendar year; you pay al l  
charges thereafter . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  24 
One treatment program (28-day maximum) per l ifetime . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  25 
PPO benefit :  You pay up to $ 1 0  per day in connection with outpatient surgery ; you 
pay up to $ 1 0* per day for other outpatient care not re lated to outpatient surgery or 
accidental inj ury care 
Non-PPO benefit :  You pay up to $50 per day at Member fac i l it ies, and up to $ 1 00 per 
day at Non-member fac i l ities, in connection with outpatient surgery ; you pay up to 
$50*  per day at Member fac i l it ies, and up to $ 1 00 *  per day at Non-member fac i l ities, 
for other outpatient care not re lated to outpatient surgery or accidental inj ury care . . . . .  26-27, 32  
PPO benefit : You  pay 5% PPA for  phys ic ian serv ices 
Non-PPO benefit : You pay 20% A l lowable charge for physician serv ices . . . . . . . . . . . . . . . . . . . . . .  1 7-20 
PPO benefit :  You pay a $ 1 2  copayment per covered v is it 
Non-PPO benefit: For home and office vis its, you pay 20%* A l lowable charge . . . . . . . . . . . . .  27-28 
PPO benefit :  You pay noth ing for physician obstetrical care 
Non-PPO benefit : Same benefits as for i l l ness or injury . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  2 1 -23 
You pay nothing for home health care agency charges up to 90 days per calendar year 
(Also see page 29 for Home nursing care benefit.) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  32 
PPO benefit :  You pay up to $ I O* per day at Preferred fac i l it ies for outpatient fac i l ity care 
Non-PPO benefit: You pay up to $50* per day at Member faci l it ies, and up to $ 1 00*  per 
day at Non-member fac i l it ies, for outpatient fac i lity care ; you pay 3 0%* Al lowable charge 
for outpatient professional care for mental conditions/substance abuse, up to 50 v isits per 
calendar year . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  25  
You pay nothing for hospital and  physic ian serv ices rendered w ith in  72 hours of  injury . . . . . . .  32 
PPO benefit :  (Retai l Pharmacy Program) You pay 1 5% PPA . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  34  
Non-PPO benefit :  (Reta i l  Pharmacy Program) You pay 35% Average Wholesale Price 
(AWP) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  3 4  
Ma i l  Service Prescription Drug Program : You pay an  $8 generic and $ 1 4  brand-name per 
prescription copay . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  3 5  
Dental services requi red due to accidental injury ;  and covered oral and 
max i l lofacia l  surgery . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  1 9, 29 
Preventive serv ices provided by PPO providers, Home hospice care, Wel l  ch i ld  care, 
and Ski l l ed  nursing faci l ity care . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  3 1 -3 3  
You pay nothing fo r  Covered charges when appl i cable coinsurance and deductibles reach 
$ 1 ,000 per contract in a calendar year when PPO providers are used and 
$2,700 when they are not . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  ..49 
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Summary of Benefits for the Blue Cross and Blue Shield Service Benefit Plan 
Standard Option-2000 
Do not rely on this chart a lone. Al l  benefits are subject to the defin itions, l im itat ions, and exclusions set forth in the brochure. Th is  
chart merely summarizes certain important expenses covered by the Plan . If  you w ish to enro l l  or change your enro l lment in th is 
P lan ,  be sure to ind icate the correct enro l lment code on your enro l lment form (codes appear on the cover of th i s  brochure) . Al l  items 
below w ith an asterisk (* )  are subject to the $200 per person ($400 per fami ly) calendar year deduct ib le .  Th is P lan has two options; a 














Standard Option Pays Page 
PPO benefi t :  You pay nothing for un l imited days 
Non-PPO benefit :  After $250 per admission deduct ible ,  you pay noth ing for un l im ited days 1 5  
PPO benefit :  You pay I 0%* PPA for physic ian services 
Non-PPO benefit :  You pay 25%* A l lowable charge for phys ic ian services . . . . . . . . . . . . . . . . . . . . .  1 7-20 
PPO benefit :  You pay 1 0%* PPA for phys ic ian medical care 
Non-PPO benefit :  You pay 25%* A l lowable charge for phys ic ian medical care . . . . . . . . . . . . . . . . . .  1 6  
PPO benefit :  You pay nothing for physic ian obstetrical care 
Non-PPO benefit :  Same benefits as for i l l ness or injury . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  2 1 -23 
Covered charges up to l 00 days per calendar year; you pay 40%* A l lowable charge for 
inpatient physic ian care 
PPO benefit :  You pay up to $ 1 50 per day for the first I 00 days; you pay a l l  charges 
thereafter 
Non-PPO benefit :  You pay up to $250  per day in Member hospitals and up to $400 
per day in  Non-member hospita ls for the first 1 00 days per calendar year; you pay al l charges 
thereafter . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 24 
One treatment program (28-day maximum) per l ifetime . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  25 
PPO benefit: You pay up to $25 per day in connection with outpat ient surgery ; you 
pay up to $25 *  per day for other outpatient care not related to outpatient surgery or 
acc idental injury care 
Non-PPO benefit :  You pay up to $ 1 00 per day at Member fac i l it ies , and up to $ I 50  
per day a t  Non-member faci l it ies, i n  connection with outpatient surgery; you pay up to 
$ I 00* per day at Member fac i l it ies, and up to $ 1 50*  per day at Non-member fac i l ities, 
for other outpatient care not re lated to outpatient surgery or acc idental i nj ury care . . . . .  26-27 ,  32  
PPO benefit :  You pay 1 0%* PPA for physic ian services 
Non-PPO benefit :  You pay 25%* A l lowable charge for phys ic ian services . . . . . . . . . . . . . . . . . . . .  1 7-20 
PPO benefit :  You pay a $ 1 2  copayment per covered vis i t  
Non-PPO benefit :  You pay 25%* A l lowable charge for home and office vis its . . . . . . . . . . . . . .  27-28 
Matern ity PPO benefit :  You pay noth ing for physic ian obstetrical care 
Non-PPO benefit :  Same benefits as for i l l ness or injury . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  2 1 -23 




Emergency care (Outpatient 






PPO benefit: You pay up to $25 *  per day at Preferred fac i l i t ies for outpatient faci l i ty care 
Non-PPO benefi t :  You pay up to $ 1 00*  per day at Member fac i l it ies . and up to $ 1 50 *  
per day at Non-member fac i l it ies, for  outpatient faci l ity care ; you  pay 40%* Al lowable  
charge for outpat ient professional  care for mental conditions/substance abuse, up to  25  
v i s its per  calendar year . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 25  
You pay noth ing for hospital and  phys ic ian services rendered w ithin 72 hours of  inj ury . . . . . . .  32  
PPO benefit :  (Reta i l  Pharmacy Program) You pay 25% PPA . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 3 4  
Non-PPO benefit :  (Reta i l  Pharmacy Program) You pay 45% Average Wholesale Price 
(AWP) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  34 
Mai l Service Prescription Drug Program : You pay a $ 1 2  generic and $20 brand-name per 
prescription copay . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  3 5  
Fee schedule  al lowances for diagnostic and preventive serv ices, fi l l ings, and extractions. 
Higher level fee schedule a l lowances for ch i ldren up to age 1 3 ;  dental services requ ired 
due to accidental i nj ury ; and covered oral and max i l lofacial surgery . . . . . . . . . . . . . . . . . . . .  1 9, 29. 36-37 
Preventive services provided by PPO providers, Home hospice care, Wel l  ch i ld  care, 
and Ski l led nurs ing faci l ity care . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 3 1 -3 3  
You pay nothing for Covered charges when appl i cabl e  coinsurance and deduct ib les r-each 
$2,000 per contract in a calendar year when PPO providers are used and 
$3 ,750 when they are not . .  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  49 
63 
2000 Rate Information for 
Blue Cross and Blue Shield Service Benefit Plan 
Non-Postal rates apply to most non-Postal enrollees. If you are in a special enro l lment category, refer to the FEHB Guide for 
that category or contact the agency that maintains your health benefits enrol lment. 
Postal rates apply to most career U.S .  Postal Service employees. In 2000, two categories of contribution rates, referred to as 
Category A rates and Category B rates, wi l l  apply for certain career employees. If you are a career employee who is not a member 
of a special postal employment c lass, refer to the category definitions in The Guide to Federal Employees Health Benefits Plans 
for United States Postal Service Employees, RI 70-2, to determine which rate applies to you. 
Postal rates do not apply to non-career postal employees, postal retirees, certain special postal employment classes or associate 
members of any postal employee organization. Such persons not subject to postal rates must refer to the applicable Guide to 











































































Year 2000 Blue Cross and Blue Shield Service Benefit Plan 
Standard Option PPO Benefits At-A-G lance • •  
BlueCross 
BlueShield 
Federal Employee Program 
SERVICES 
Preventive Services 
Preventive screenings : Pap smears, mammograms, stool 
tests for blood, prostate specific anligen tests, cholesterol 
tests, sigmoidoscopics and related office visit charge 
(See the year 2000 Service Benefit Plan brochure for 
timeframes.) 
Routine physical exams, including a history and risk 
assessment, chest X-ray, EKG,  urinalysis, CBC and 
metabolic panel test once every 3 years for members aged 
22-64, annually at age 65 and older 
- - - - -
Influenza & Pneumonia Immunizations - once 
every calendar year 
Well Child Care up to age 22 
Dental Care for services listed in the Service Benefit Plan 
brochure fee schedule 
Diagnostic Cancer Tests 
Diagnostic mammograms, Pap smears, fecal occult blood 
tests, sigmoi doscopies and prostate specific anligen 
(PSA) tests 
Physician's Care 
Inpatient services, including surgical and medical care** 
Outpati ent surgery and related diagnostic tests such as 
X-rays, laboratory tests and machine diagnostic tests1 
Home and office visits, second surgical opinions, 
outpatient consulta tions and medical emergency care** 
Outpatient physical, occupational and speech therapy 
Physical therapy - 50 visit maximum per year 
Occupational and speech therapy - combined 
maxim um of 25 visits per year 
Matern ity Care 
Inpatient hospital care - Precertification is not required 
Physician care including delivery and pre-and 
post-natal care 
STANDARD OPTION PPO BENEFIT 
■ You pay only $12 for each related office vi sit 
■ Preventive screening tests are covered in full, 
with no deductible 
STANDARD OPTION NON-PPO BENEFIT* 
■ Subject to $200 calendar year deductible 
■ 25% Allowable charge for covered tests when rendered 
by a physician 
■ $ 100 per day per facility copayment at Member facilities 
■ $ 1 50 per day per facility copayment at 
Non-member facilities 
■ The preventive screening office visit is not covered ---------------------------- - - -
■ You pay only $12  for the office visit 
■ Related preventive screening tests are covered in full, 
with no deductible 
■ Not covered 
■ You pay the $ 12  office visit copayment ■ Subject Lo $200 calendar year deductible 
■ Immunization paid in fu ll ■ 25% Allowable charge 
■ We pay covered charges in fu ll. 
_____ ■ We pay 1 00% of the allowable charge 
■ Your out-of-pocket costs are limited to a Maximum ■ Benefits paid according to the fee schedule in the 
Allowable Charge (MAC) Service Benefit Plan brochure 
■ Benefits paid according to the fee schedule in ■ You are responsible for balance up to BiUed charges 
the Service Benefit Plan brochure 
■ You pay only $ 12  for each related office visit 
■ These diagnostic cancer tests are covered in full, 
with no deductible 
■ Subj ect to $200 calendar year deductible 
■ 10% PPA 
■ Subject Lo $200 calendar year deductible 
■ 10% PPA 
■ You pay only $ 12  for the visit charge, with 
no deductible 
■ Subject to $200 calendar year deductible 
■ 10% PPA 
■ We pay covered charges in full 
■ We pay covered charges in full 
----
■ Subject to $200 calendar year deductible 
■ 25% All owable charge for office visit and covered 
tests when rendered by a physician 
■ $ 100 per day per facility copayment at Member facil ities 
■ $150 per day per facility copayment at 
Non-member facilities 
■ Subject to $200 calendar year deductible 
■ 25% Allowable charge 
■ Subject to $200 calendar year deductible 
■ 25% Allowable charge 
■ Subject to $200 calendar year deductible 
■ 25% Allowable charge 
■ Subject to $200 calendar year deductible 
■ 25% Allowable charge 
■ $250 per admission deductible 
■ 30% Covered charges at Non-member hospitals 
■ Subject to $200 calendar year deductible 
■ 25% Allowable charge 
*When you use Non-member fac i l it ies and Non-participat ing professionals, you are also responsib le for the d ifference between the provider's charge and our payment. 
**Treatment of mental condit ions and substance abuse is covered d ifferently 
(continued on reverse) 
1 Certain d iagnostic cancer tests are paid d ifferently 
SERVICES 
Prescription Drugs 
Prescription Drugs Mail Service Pharmacy 
U p  to a 90-day supply per prescription or refi l l  
Prescription Drugs Retail Pharmacy 
Up to a 90-day supply per prescription or refill 
Hospital/Faci l ity Care 
Hospital inpatient room and board and other  inpatient 
hospital serv ices** Precertili cati on required 
Hospital/Faci l i ty care - outpatient surgery 
Hospital/Facility caret t  - outpati ent services inc luding 
medical emergency care, diagnostic tests, rena l  dia lysis, 
radiation therapy, chemotherapy, and physica l ,  
occupational and speech therapi t 
Physical therapy - 50 visits maximum per year 
Occupational and speech th erapy - combined 
maximum of 25 v isits per year 
STANDARD OPTION PPO BENEFIT 
■ $ 1 2  copayment for generic drugs 
• $20 copayment for brand name drugs 
■ You pay 25% PPA at the time of purchase 
• Unlimited days 
• We pay covered charges in full 
• You pay a $25 copayrnent 
■ Subj ect to $200 calendar year deductible 
• You pay a $25 per day per facility copayment 
Accidental Injury 
Covered charges in connection with and with in  72 hours 
afl:er an accidental injury al a facili ty or in a physician's 
office. (See the definition of accidental inj ury in the Service 
Benefit Plan brochure.) Includes outpatient medical care 
and diagnostic tests. 
Other Services 
Catastrophic Protection (Please refer to the year 2000 
brochure for charges applied to this benefit.) 
Mental Conditions and Substance Abuse 
Inpatient Hospital - mental conditions 
100 clays per calendar year 
Inpatient Hospital - substance abuse 
One treatment program per lifetim e  (28-clay maximum) 
Outpatient Facility Care - mental conditions and substance 
abuse, outpati ent facili ty and professional care limited to 
25 visits per calendar year 
Inpatient and Outpatient Physician care - mental conditions 
and substance abuse, outpatient facility and professional 
care limited to 25 visits per calendar year 
• We pay covered charges in full 
• 100% payment level begins after you pay $2000 out-of­
pocket in coinsurance, copayment and deductible expenses 
■ $ 1 50 per day copayment 
• $ 150 per day copayment 
■ Subject to $200 calendar year deductible 
• You pay $25 per day per facility copayment 
• Subject to $200 calendar year deductible 
• 40% Allowable charge 
STANDARD OPTION NON-PPO BENEFIT 
• $12 copayrnent for generic drugs 
• $20 copayment for b rand name drugs 
• You pay 1 00% or Billed charges at the time or 
p urchase, fi le a claim, then  receive 55% of Average 
Wholesale Price (AV P) as reimbursement 
• Unlimited days 
• $250 per admission deductible 
• 30% Covered charge al Non-member hospitals 
• $ 1 00 per clay per faci lity copayment at Mem ber facilities 
• $ 1 50 per day per facility copayment at 
Non-member facilities 
• Subj ect to $200 calendar year deductible 
• $ 1 00 per day per facility copayment al Member facil iti es 
• $ 1 50 per clay per facili ty copayment at 
Non-member facilities 
• We pay covered charges in  fu ll 
• I 00% payment level begins afl:er you pay $3750 out-or­
pocket in coinsurance, copayment and deductible expenses 
• $250 per day copayment at Member hosp i ta ls  
• $400 per  clay copayment at Non-member hospitals 
• $250 per day co payment at Member hospita ls  
• $400 per  day copayment at Non-member hospitals 
• Subject to $200 calendar year deductib le 
• $ 1 00 per day per facili ty co payment at Mem ber facilities 
• $ 150 per day per facility copayment at 
Non-member fa cilities 
• Subj ect to $200 calendar year deductible 
• 40% Allowable charge 
**Treatment of mental condit ions and substance abuse is covered d ifferently 1 1Other than services related to surgery or accidental inj u ry 1Certain diagnostic cancer test are paid differently 
Please Note : This is a summary of the features of the Blue Cross and B lue Shield Service Bene[it Plan. Before ma king a final decis ion, p lease read the P lan's Federa l brochure (R I 7 1 -5) . All benefits 
are subject to the definitions, limitati ons and excl u sions set forth in the Federal brochure. For a co ntractual and com plete description  or the benefits available under the Service Benefit Plan, p l ease 
rel'er to your year 2000 Blue Cross and Blue Shield Service Benefit Plan brochure (Rl  7 1 -5). 
P PA = Preferred Provider Allowance, the amount accepted as  payment in full by most Preferred p ro fess ionals and pharmacies. Calendar Year Deducti ble = One $200 deductible per member per 
cal endar year, $400 family l imit each calendar year. Certain deducti b l es and co insu rance amounts do not apply to you if Medicare is your primary coverage for m ed i cal services (it pays first) .  
On limited occasions, such as fo r certain drugs requiring prior approval, you w i l l  need t o  fil e  a c l a im  for services received from Preferred providers. 
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A f u t u r e  f u l l  o f  
Feel  the freedom of a hea lth care p l a n  that  has  options .  With B l u e  C ross a n d  B l u e  Sh ie ld  Sta n d a rd 
Option ,  you c hoose you r  own doctors,  denti sts, pha rmac ies  a n d  hosp i ta l s .  You have freedom from 
referra l s  a n d  c la i m  forms .  And the freedom to receive ca re a l most a nywhere .  See how B l u e  wi l l  be 
the hea lth ca re p lan  that m a kes you fee l  l i berated , not l i m i ted , for yea rs to come .  
Comprehensive Coverage 
B l ue  C ross a n d  B l ue  Sh ie ld  Sta n d a rd Option a l so g ives you the  cho ice to save money by us ing  
o u r  Preferred network .  Of cou rse, you ' re a lways free to  g o  outs ide  the network at  a ny ti me ,  
wi thout  g iv i ng  u p  you r  coverage .  Bu t  when you use any  of the more tha n  400, 000 doctors,  
den ti sts, hospi ta l s  and pha rmac ies in our Preferred network, you ' l l  receive com prehens ive 
coverage for less . You can  expect: 
• 1 00% i npatient hospita l  coverage with 
no deducti ble· 
• 90% PPA . .  phys i c ian  care coverage 
• $ 12  charge for off ice v i s i ts to Preferred 
network doctors 
Preventive and Wellness Care 
• 75% coverage of the Preferred presc r i ption 
d rug pr ice at  network pha rmacies 
• The freedom to choose any doctor 
without a referra l 
Keep ing  you rse l f  hea lthy i s  the best way to keep you r  hea lth care costs down . Which  i s  why 
B l ue  C ross and B l ue  Sh ie ld  Sta n d a rd Option offers generous  coverage for m a ny preventive 
services, whenever you need them . 
• 1 00% matern i ty care coverage th roug h our  Preferred network 
• 1 00% wel l  c h i l d  care coverage u p  to age 2 2  
• 1 00% Preferred network coverage for the fo l lowi ng preventive services, a fter the $ 1 2  doctor 
off ice v is i t  c h a rg e :  i m m u n izat ions  a n d  vacc i nat ions ,  phys ica l  exa mst , Pap smears a n d  
m a m mog ra ms ,  s ig moidoscopies ,  a n d  prostate a n d  colorecta l ca ncer screen i ngs  
And now, B l ue  Hea lth Connection 5M i s  a new resou rce prog ra m for a nyone need i ng ready access 
to hea lth care i n formation . O u r  tra i ned n u rses a re j ust a phone ca l l  away and a re ava i lab le 24 hours 
a day, 7 days a week .  
Worldwide Acceptance 
With the B lue C ross and B lue Sh ie ld  Serv ice Benef i t  P la n ,  you ' re covered whether you ' re 
at home,  on the road ,  or ha l f-way across the g lobe .  Wherever you go,  B l ue  trave l s  with you . 
* Inpatient coverage does not include personal expenses, such as phone cal ls .  Care in Member and Non-member hospitals and care for mental conditions/substance abuse 
are covered differently. 
,o. '°' PPA ( Preferred Provider Al lowance) is the amount our network providers usual ly accept as payment in ful l .  
tSee  the  2000 Service Benefit P l an  Brochure for  age  and frequency. 
This is a summary of the features of the Blue Cross and Blue Shield Service Benefit Plan.  Before making a fina l  decision, please read the Plan's federal brochure (RI 71 -5 ) .  
A l l  benefits a rc  subject to  the  definitions, l imitations and exclusions se t  forth in the  federal brochure. 
2000 Federal Employee Rates 
Individual Family 
Non-Posta l (bi-weekly) $30.04 $ 66 .78 
Posta l A (bi-weekly) $ 1 5 . 8 1 $ 35 .0 1 
Posta l B (bi-weekly) $ 1 5 .6 1  $ 4 1 .73 
Reti red (month ly) $65 .09 $ 1 44 .69 
These rates are for federal employees only and reflect the employee portion of the total cost of their health care coverage. These 
rates do not apply to all enrollees. If you are in a special enrollment category, please refer to your FEHB Guide or contact 
the agency which maintains your health benefits enrollment. 

For Customer Service 
C A L L 
1 -800-555-2227 
For Automated Open Season Information 
C A L L 
1 -800-477-557 1 
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